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Chapter 1. INTRODUCTION 
1.1 MOTIVES 
Medical work has always been a major field of interest of the Churches. 
When western countries reached a certain stage of development and wel-
fare work became the State's responsibility or was financed by govern-
ment-assisted institutions, the poor state of health in the developing 
world became the major concern of the Churches. Mission medical 
workers sailed out to all parts of the World and laid the basis for a 
western medical care network, often under the most difficult conditions. 
As colonial governments were mainly concerned with public health within 
the services and medical care in their administrative centres, medical 
care in the rural areas became the main responsibility of the Missions. 
When the emerging countries reached independence, local Churches 
replaced the Missions and continued providing medical care for the rural 
areas. With assistance from their overseas sister Churches the network 
was rapidly expanded and it is estimated that at present over $300 
million is spent on the more than 2,300 church medical institutions in 
developing countries (Bryant,1969:304). In countries like Tanzania, 
Malawi, Cameroon, Zambia, Ghana and Kenya the number of church hospital 
beds constitutes between 25 and 45% of the total number of beds. This 
contribution to medical work by the Churches is still increasing; it 
seems that development aid received through private institutions is often 
more acceptable in some parts of the developed world than interstate aid 
activities. 
With the present realization that the huge inputs in medical care 
have been relatively ineffective in improving the health of rural popul-
ations in developing countries, new ways of delivering health care are 
being sought. Apart from the realization that more emphasis on the an-
thropological' aspects of the medical work was needed (van Amelsvoort, 
1964), new methods of health care were also sought. A symposium at 
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Makerere in 1966 (King а.о.) brought about world-wide attention to the 
problem. One of the results was the establishment of the Christian 
Medical Commission by the World Council of Churches in 1968. 
Innumerable discussions, publications and pilot projects have ta­
ken place, but none of them has given a suitable solution. Since 1970 
the Chinese model of health care has gained enormous popularity (Horn, 
1969,1971,1972; Sidel,1972; Chi Wen,1974; Smith,1974) and has been re­
garded by some as the panacea for health problems in the developing 
world. Others advocate the Cuban (Navarro,1972) or Iranian (Dadger, 
1971) models, but the different social structures make it impossible for 
any of these systems to serve as models for all other developing 
countries. 
W.H.O. has tried to help by issuing an avalanche of publications, 
(e.g. 1954,1960,1961,1967,1969,1971,1973) but these are all theoretical 
studies and apparently do not give practical solutions to the problems. 
It also came to the conclusion that it seems improbable that any inter­
national model or "standard" for health services will be developed 
(W.H.O. 1973:105). 
As the churches play such an important role in the health care of 
most developing countries, this might be the most stable pillar on which 
a new health care system could be built. But the thinking of some 
church medical workers and their leaders should change drastically. As 
long as systems are employed whereby patients are attended in a church 
dispensary only after producing their religious instruction card, or 
after attending a church service or the prayers of the church medical 
worker, a new system cannot easily be developed. As long as different 
church denominations refuse to co-operate in their medical efforts by 
continuing to build medical centres near each other, or by giving differ­
ent types of treatment or food to patients of different denominations, a 
new system cannot easily be developed. As long as governments do not 
mention church medical work in their development plans, do not bother 
about their presence and sometimes even make their work impossible, a 
new system cannot easily be developed. These examples should be an 
anachronism in this decade, but all of them have been noticed within the 
last 10 years. 
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The governments of developing countries have all accepted their 
responsibility for the health of their communities. But lack of re-
sources, scarcity of personnel, and inequality in health services have 
kept down the health of the rural populations. It is up to the 
churches, who have their bonds with the rural populations, to show their 
real Christian commitment and to look beyond their institution-
orientated, patient-centred horizons. 
The present view (which is followed for lack of a better alter-
native) is that preventive activities and health education combined with 
"outreach" work (taking medical care into people's homes) might improve 
overall health conditions. 
This concept was formulated 20 years ago by W.H.O. (1954:4), when 
a health services system was designed based on the local health unit and 
offering the following basic health services: 
Maternal and Child Health; 
Communicable disease control; 
Environmental sanitation; 
Maintenance of records for statistical purposes; 
Health education of the public; 
Public health nursing; 
Medical care. 
Later it was realized that to these services should be added: 
Family spacing; 
School health; 
Occupational health; 
The whole concept of basic health services was studied again at 
later dates (W.H.O.I960 and 1969). This concept provides a guideline 
to what is considered necessary in forming a health services system. 
It should give opportunities for reaching the population by making 
sufficient use of auxiliaries who staff the basic health service units. 
The local coimiunity should be involved as much as possible and self-
reliance should be stressed. A two-way referral system should est-
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ablish a closed circuit system (Kranendonk,1970), but it needs super-
vision and guidance by the people in charge of the system. Each health 
service, covering the needs of a given geographical area, should render 
its contribution as part of the total system. Governments which 
attempt to organize such a health system should be assisted; in 
countries where governments do not take responsibility, the Churches 
should take the initiative. The "wait and see" concept should be 
abolished. Whenever possible a spirit of co-operation, co-ordination 
and integration should be fostered and developed. 
In this concept, integration may be defined as a series of 
operations concerned with bringing together independent administrative 
structures, functions and mental attitudes to combine them into a whole. 
It should go beyond the amalgamation of activities. Above all, it 
should be accepted as an essential element of the whole and reflected in 
the attitudes of mind of all who are personally concerned (Barton ,1971) 
1.2 MATERIAL 
This study attempts to describe how Churches and the Government of Tan-
zania have tried to improve health conditions of the rural population. 
The attitudes of the Churches and the policy of Government are two fac-
tors, contributing to the process of co-operation, co-ordination and 
integration in medical services. This changed the pattern of rural 
health care in Tanzania quite remarkably. Formerly most rural dwellers 
had to pay a substantial fee for their medical care in a church hospital 
or had to travel great distances and then wait for hours for free care 
in the Government hospital. Nowadays free medical care is available to 
most of them within reasonable distances, provided by government or by 
integrated church institutions. There are nine integrated hospitals 
which perform district functions, where not only free, curative care, 
but also preventive and "outreach" activities are pursued. It is the 
community function of these hospitals which has intrigued many people 
and which made the writer decide to study it in detail. 
When he arrived in Tanzania in 1969, he was assigned to a newly-
built integrated hospital - Biharamulo District Hospital. The inte-
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gration of this hospital had a special history and was unique in its de-
sign. The first integrated hospitals started to function in 1965, when 
Government asked five different church hospitals each to become a Desig-
nated District Hospital and to take care of the health of their district 
coimunity. Government supplied each hospital with a grant, sufficient 
to give free treatment to all patients and food to all admitted patients. 
Each hospital had authority over the functioning of district health 
activities. 
In 1969, after four years of negotiations, Biharamulo Hospital be-
came another type of integration design. In this case the Church was 
asked by Government to build a new hospital for the District which 
should replace the outmoded Government hospital. The new hospital 
would be owned and run by Government, but a Board of Governors, with a 
majority of Church representatives, would be responsible for its func-
tioning. The Church would be responsible for the recruitment of the 
senior staff, and expatriate and religious staff could not be trans-
ferred. 
The difference between these two types of integration was that in 
the first type an existing church hospital received funds and authority 
from Government to function as a District Hospital, while in the second 
type an existing government hospital was furnished with financial aid 
and manpower by the Church. 
As Biharamulo Hospital was not yet completed when the writer 
arrived, there existed the possibility for him to orientate himself on 
the health care facilities in rural Tanzania. For three months he 
visited and worked in several church, integrated, and government hospit-
als. The idea developed that integrated hospitals had the best poss-
ibility for delivering health care according to the then latest concepts 
of community health care (W.H.O. 1954,1960,1967; King,1966; Bryant,1969). 
While church hospitals were hampered in the community by the necessity 
to charge for their services and by a lack of authority over community 
health services, government hospitals lacked funds, equipment and dedi-
cated and qualified staff. Integrated hospitals seemed to have less of 
these constraints and were thus in a position to execute a real commun-
ity function. 
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When Biharamulo Hospital was opened in November 1969, the wr i t e r 
t r i e d to apply the knowledge acquired in the d i f f e ren t hospitals to the 
Biharamulo experiment of in tegrat ion He t r i e d to prove his hypothesis 
that a prooer communitv-orientated health service had a good chance in 
an integrated se t t i ng . 
1.3 METHODS 
By plain hard work of the health team, Biharamulo Hospital emerged as a 
community health care centre. No scientific methods for evaluation were 
anticipated, nor was a special study undertaken. The whole team was 
concerned with the health of the surrounding community and only common 
sense, based on available knowledge and advice, was used. 
After having led the health team for 2J years, the writer came to 
the conclusion that an evaluation of the community function of Biharamulo 
Hospital would be very difficult As no baseline date about the health 
of the population existed, to evaluate the effectiveness of all efforts 
would be impossible 
In a M.P H. study, done by the writer in 1973, an inventory of 
the change in inputs in the Biharamulo health service after integration 
was given. Whether these inputs had the desired effectiveness or were 
the result of the process of integration could not be established. 
As the measurement of the effectiveness of the services fell out-
side the scope of possibilities (it is dubious if this is possible at 
all within the timespan of one generation) there was clearly a need for 
an objective yardstick to measure the influence of integration. A sur-
vey, performed in July and August 1973 among 9 different rural hospitals 
in Tanzania, had to serve as this yardstick. In a sample of three gov-
ernment, three integrated and three church hospitals, all more or less 
comparable in their community relations, the input of activities in the 
health care delivery system was measured. All relevant and available 
information from 1961 till 1972 was collected and the influence of the 
integration of 1965 was measured. 
In addition a study was done on two important factors for mte-
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gration - the Tanzanian Government's policy of African socialism and the 
Churches' philosophy on medical work. A survey among all church-
employed doctors in Tanzania was conducted in September 1973 to gain in-
sight into their attitudes towards integration and towards a community 
approach to health care. 
1.4 PRESENTATION 
This study is a retrospective description of different health services, 
one in which the writer was an observing participant. An historical 
review is given of the missionary factor in the struggle for development 
in Tanzania as well as some insight into the growth of African social-
ism, the policy of the Tanzanian Government (Chapter 2). The develop-
ment of health services in Tanzania, with special attention to mission 
and church contributions, is described in Chapter 3 from the pre-
colonial period until the present time. As there exists no compre-
hensive study of this kind, except for the publication of Clyde in 1962, 
the developments after independence are illustrated with several 
relevant figures. 
Chapter 4 gives an introduction to the philosophy of church med-
ical work from the time of the Old Testament through the period of the 
missions to the present time. It is a study of the world literature on 
this subject and not confined to Tanzania only. It demonstrates that 
the concept of integration fits perfectly well into the changing con-
cepts of church responsibilities in medical care. 
The organization of church medical services and the stages of 
co-operation, co-ordination and integration at a national level, are 
discussed in detail in Chapter 5. 
The results of the survey among church-employed doctors in Tan-
zania are given in Chapter 6. The relationship between religious 
denominations and religious conviction on the one side and the attitude 
towards community health care and towards integration on the other is 
discussed. 
Chapter 7 gives the results of the comparative study of health 
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care delivery between church, integrated and government hospitals. In 
a discussion the findings are compared and the type of hospital with the 
most attractive delivery system indicated. 
The case study of Biharamulo District Hospital forms the content 
of Chapter 8. The functions of a district hospital in Tanzania are 
described and actual figures given. The changes that took place after 
integration are discussed. 
Conclusions are drawn in Chapter 9 and suggestions for the future 
indicated. Hope is expressed that the Tanzanian model might serve as 
an example for other developing countries. 
A. TANZANIA - ADMINISTRATIVE AREAS 
β 
Chapter 2. TANZANIA 
2.1 GENERAL INFORMATION 
2.1.1 Geographic Data 
Tanzania .Is located in East Africa on the coast of the Indian Ocean, 
extending from 1 S to 11.45 S and from 29.21 E to 40.25 E (see Map A). 
It is bordered by Mozambique, Zambia, Malawi, Zaire, Burundi, Rwanda, 
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Uganda and Kenya. The area of the country is 941.952 km (27 times The 
2 
Netherlands), which include 51.753 km of inland water. It consists 
of the mainland (formerly Tanganyika) and the islands of Zanzibar and 
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Pemba. The two islands are 2,600 km and have about 350,000 inhabit-
ants.* 
Most of the country forms a plateau lying 900-1,200 meters 
above sea level. Mountains are present in the south, the far west 
and the north, the highest being Mount Kilimanjaro with an altitude 
of 5,900 meters. The climate differs greatly, from moist and hot at 
the coast to dry and cool in the mountains. The rainfall also differs 
appreciably, but on average the fall is 1,000 mm yearly. It is 
estimated that 75% of the country is either uninhabited or difficult 
to live in because of lack of reliable rainfall, tsetse fly or wild 
animals. 
2.1.2 Demographic Data (census 1967) 
Population total: 12,299,811 
Age Distribution: 0-4 years 2,205,878 
5-14 years 3,192,567 
15-44. years 4,932,236 
over 45 years 1,969,130 
*Note: In this study only the mainland of Tanzania is considered. 
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Birth rate: 47 per thousand (re-estimated in 1970: 48 per thousand) 
Death rate: 20 per thousand (re-estimated: 18 per thousand) 
Population increase: 27 per thousand (re-estimated: 30 per thousand) 
Life expectancy: 43 years 
Infant mortality: 16% 
Population density: 12 persons per sq km 
Rural population: 94.5% 
Urban population: 5.5% (The capital Oar-es-Salaam has 350,000 inhabit-
ants) 
Ethnic origin: 99% Africans, mainly Bantus 
Tribes: over 120 different tribes 
2.1.3 Socio-PoJiticaJ Data 
The political structure of the country is a One Party Democracy, based 
on the principles of African Socialism. The Party, the Tanganyika 
African National Union (TANU), has a very great influence on the admin-
istration of the country. The President of the country is Julius K. 
Nyerere, often called Mwalimu (= teacher). 
The administrative pattern of the country is three tiered: 
central, regional, and district. This applies to both government 
ministries as well as to TANU. There are 20 regions, all consisting 
of 3-5 districts. Each district is divided into 3-5 divisions, which 
in turn are divided into 3-5 administrative wards. Each ward consists 
of "ten cell" units, formed by ten households, each headed by an elected 
TANU leader. 
Since 1967 Ujamaa villages have been developing with 100 to 500 
families working on communal basis (see Chapter 2.2). 
The educational policy aims at self-reliance in high-level and 
middle-level manpower by 1980 and adult literacy by 1975. At present 
about 50% of the school-age children attend primary school. The 
official language is Kiswahili. 
Religious adherence is as follows: 
Traditional: 45% 
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Moslims: 25% 
Roman Catholics: 20% 
Protestants: 10% 
2.1.4 .Economic Data 
Tanzania is one of the 15 poorest countries of the world. The per 
capita income is about shs. 600/- (U.S. $85) per year. The principal 
source of income is agriculture with the following main crops: 
Cash crops Food crops 
cotton maize 
sisal sorghum 
coffee cassava 
tea bananas 
tobacco rice 
sugar beans 
cloves groundnuts 
cashew nuts fruits 
pyrethrum 
2.1.5 Health Data 
About 3% of the G.N.P. is spent on Health. This is roughly shs. 18/-
per year of which shs. 3/- is from the private sector. The most common 
causes of death in hospitals in 1972 were: 
pneumonia (all forms) 15.6% 
measles 10.6% 
gastro-enteritis 9.6% 
conditions of early infancy 6.9% 
defective nutrition 5.1% 
tuberculosis (all forms) 4.7% 
tetanus 4.6% 
diseases of the heart 4.5% 
malaria 4.4% 
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anaemia (a'll forms) 3.8% 
(source: Planning Unit, Ministry of Health; figures from 51,000 repor-
ted deaths) 
Smallpox has not been reported in the country since W l ; polio-
myelitis is also declining with only 21 cases reported in 1971 (Budget 
Speech, Minister of Health, July 1972). 
The levels of health care are: 
consultant and specialized hospitals 
general hospitals 
health' centres 
dispensaries 
village medical helpers 
From the 1967 census it was calculated (Thomas and Mascarenhas, 
1973) that 10% of the population lives more than 10 km from any health 
service. Twenty-five per cent of the population lives within 10 km of 
a hospital - of these 5.5% live in towns. 
One can conclude from this that 65% of the population is primar-
ily dependant on a non-hospital health service. These services are 
always run by medical auxilliaries who have the following education: 
village medical helpers: 7 years school education 
3-6 months medical training 
dispensary assistants: 7 years school education 
6 months to 1 year's medical training 
rural medical aids: 7 years school education 
2 years medical training 
medical assistants: 11 years school education 
3 years medical t ra in ing 
assistant medical officers: medical assistants with at least 4 
years experience and an 18 months 
upgrading course (= licensed 
medical practitioner) 
The remaining 35% of the population theoretically has direct 
access to a hospital with a registered doctor. These University 
trained doctors are bonded by Government for 5 years. 
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2.2 THE POLITICAL HISTORY OF TANZANIA AND ITS MISSIONARY FACTOR 
2.2.1 The pre-coloniaJ period. 
The discovery of the "Zinjanthropus" near Olduvai Gorge in 1959 by 
Dr. Leakey, proved that nearly two million years ago ancestors of the 
human race inhabited Tanzania. 
Little is known about the first human inhabitants, The Bantus, 
but more than a thousand sites with rock paintings show that hunting was 
the main occupation during and after the stone age, about 10,000 B.C. 
(Posnansky,1968:66). 
Around 1000 B.C. the keeping of domestic herds and agriculture 
of millet and sorghum was introduced by peoples coming from Ethiopia. 
This was followed a thousand years later by the introduction of 
bananas, rice and perhaps sweet potatoes via the trade routes of the 
Indian Ocean. Around 1500 A.D. maize and cassava came in from the 
Americas (Sutton,1968:72). 
The first written records about the East African people are 
from an unknown Greek merchant who wrote "The Peri pi us of the 
Erythraean Sea" around 100 A.D. and from Ptolemy who wrote his 
famous "Geography" around 500 A.D. (Chittick,1968:103). During that 
time there was active trade between Asia and the East African Coast 
which was known as Azania. 
After the death of the Prophet Mohammed in 632 A.D., Arab 
Moslims settled on the East African Coast and its islands. Due to 
intermarriage with the Bantus the Swahili people developed. From 
Northern Africa several groups penetrated into the interior of 
Azania. The Nilotes and Hamites (or Cushites) were the most import-
ant and intermingled with the local Bantu people. 
Early in the 16th century the Portuguese seized several ports 
in East Africa, Kilwa Kisiwani (Kilwa on the island), now situated in 
Tanzania, being one of them. They occupied Kilwa for only 9 years 
and during this period the first missionary enterprise was undertaken. 
The Franciscans tried to establish a mission station but the time of 
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their presence there was short and so no measurable influence had been 
established (Moffet,1958:377). 
An increase in demand for slaves and ivory revived the East 
African coastal trade during the 19th century and Sultan Seyid Said 
from Oman decided to move his capital to Zanzibar in 1832. 
Big caravans started to penetrate the interior of the mainland, 
financed by Indians and Arabs and guided by Nyamwezi tribesmen from 
the Tabora area. 
The caravans of the great explorers like Livingstone, Burton, 
Speke and Stanley followed (Moorehead,1970). 
During the same period missionaries went inland and Krapf, 
Rebman and Erhardt, Germans in service of the Protestant British 
Church Missionary Society, were the first between 1847 and 1849. 
Many followed and it is estimated that between 1847 and 1885 about 
300 missionaries lived in East Africa. (Oliver,1970:49). 
The French Roman Catholic Bishop Maupoint started a Mission at 
Zanzibar in 1860 and asked the Holy Ghost Fathers to assist. The 
first Mission on the mainland was started In Bagamoyo in 1868, 
primarily designed as an orphanage for children who were redeemed 
from captivity in the Zanzibar slave market. (Hertlein,1971:25). 
Anti-slavery activities became the common field of interest of all 
missionary organizations and many freed slave settlements were 
established. British Missions even received a grant of £5 per freed 
slave from the British Government (Oliver,1970:82). 
One of the main events, which led to a big missionary movement 
in East Africa, was the publication of David Livingstone's book 
"Missionary Travels and Researches in South Africa" in 1857 and his sub-
sequent appeal to the members of Cambridge and Oxford University for 
action to make Africa "free, civilized and Christian". The Universities 
Mission to Central Africa was formed and the first party left for Lake 
Nyasa a few years later. 
In 1878 the White Fathers came to East Africa, having been 
assigned by Pope Leo XII to evangelize the regions of the Central 
Africa lakes (Moffet,1958:379). 
14 
2.2.2 The German period (1885-1918) 
In 1884 three Germans, under the leadership of Carl Peters, 'arrived in 
Zanzibar disguised as mechanics. They went to the mainland and 
persuaded several local chiefs to sign "treaties of eternal friend-
ship". On behalf of the Society for German Colonization, a private 
society aiming at German influence in East Africa, these treaties were 
collected and brought back to Germany where, in 1885, the German 
Government agreed to protect them (Ingham,1962:134). 
In 1886 German influence over that part of East Africa was 
recognised by Britain and France, while the Sultan of Zanzibar 
retained his sovereignty only over the islands and a ten-mile belt 
along the coast. 
In 1888 this ten-mile belt was no longer accepted by the great 
powers and the Sultan agreed to give it up and to hand all his custom 
ports over to the German East African Company. But the local chiefs, 
accustomed to receiving considerable payments ("hongo") from the trade 
in slaves and Ivory via these ports, revolted. Under leadership of 
Bushiri-Bin-Salim, an Arab, they attacked the Germans and the German 
Government had to send troops which defeated Bushiri a year later. 
The German East Africa Company was, as a private organization, 
unable to get control over the vast-area and in 1891 the German 
Government took over control, calling it German East Africa. 
The German Missions then moved in and five different societies 
started work. There were already five non-German societies present 
(Zucchelli,1963:35) and rivalry developed, especially between 
Protestants and Roman Catholics. 
In 1891 was stated "Since some weeks the protestants are 
apparently a bit calmed down, but they are not getting 
tired from their normal fanaticism, threatening, collecting 
. arms and preparing as for an attack" (Les Missions 
Catholiques, 1891). 
In 1910 the White Fathers of Bukumbi wrote: "At the moment 
the protestant pastors are baptizing ad ubero. They 
found schools and distribute their books. It is a pity 
to see those nice people of Nera to fall again in the nets 
of heresy" (Archives White Fathers, Tabora). 
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And in 1913 at a conference of most Protestant denominations 
of East Africa at Kikuyu it was stated that one had to 
fight against "the strong and consistent policy of the 
Roman Missions and the aggressive unity of Islam" (Blood 
1957:70). 
The German colonial government did as much as possible to avoid 
this rivalry and a solution was sought in a division of the country 
into spheres of influence. 
Negotiations were started in 1911 to establish boundaries in 
Mwanza region between Protestants and Roman Catholics. Due to the 
First World War these boundaries never became official (letter, Senior 
Commissioner, Mwanza, of 22-6-1922. Archives White Fathers, Tabora). 
There was, however, one issue in which the Protestant and Roman 
Catholic missionaries were always united. This was the threat of the 
Islam with its rapid expansion into the interior of the Territory. 
Formerly it had confined itself to the coastal Swahili people, but now 
it became an external standard to which several tribes could compare 
and contrast their own values (Alpers,1972:194). 
In nearly every subordinate government post a Moslim Swahili or 
Arab was present as interpreter, policeman or supervisor and their 
influence was enormous. Koran teachers started to work in the rural 
areas and Islam was moving even faster than Christianity. In 1913 the 
missions convinced the government of the need to subsidize mission 
schools in order to train subordinate officials, but a year later the 
War again interfered (Oliver, 1970:206). 
The way in which the Germans colonized German East Africa was 
rather peculiar. To obtain quick economic development and national 
assets for the home country was the main aim. This was done with a 
rather ruthless hand (Weston,1917) by young colonial army officers, 
largely imbued with the traditional militarism of the service in which 
they had been trained. They acted as administrators, police 
commanders and judges, while their decisions were implemented by Zulus, 
Sudanese, Arabs and Swahilis who were called "akidas" and were also 
aliento the local population. 
These "akidas" had to collect taxes and to maintain law and 
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order in their areas, taking full advantage of the protection of the 
German uniform (Moffet,1958:70). It was hoped that the need to get 
cash for tax payments would make the people seek employment on the 
plantations. But several tribes (e.g. the Wahehe) were openly hostile 
to the Germans. They attacked all passing caravans until 1898 when 
their chief, Mkwawa, was killed. 
Further hostility developed in 1905, when the Wagom' started 
their famous "Maji Maji" uprising around Kilwa, spreading over a large 
part of the country. This uprising was so named because the people 
believed that their sacred water would turn the German bullets to water. 
The revolt was suppressed in 1907 with an estimated death toll of 
120,000 people. 
The public in Germany were shocked by this event and an invest-
igation team sent. Their findings resulted in the establishment of a 
Colonial Department, to be the responsibility of civilians with the 
co-operation of the traditional chiefs. And so not only was economic 
development stressed but also education and communication. Missions 
were stimulated to open schools and by 1911,66,647 pupils attended more 
than 1,000 schools with 287 European and 1,256 African teachers. 
Nearly all of these were in hands of the Missions (Moffet,1958:81). 
Railways were built as well as a network of roads, bridges and 
telegraph and wireless installations. German settlers were encouraged 
to buy land and start plantations but they never occupied more than 1% 
of the territory with only a few hundred families (Svendsen,1969:49). 
New crops such as sisal, coffee, cotton and rubber were intro-
duced and often imposed on the local people by force. 
"In order to pay their taxes-the people have to cultivate 
cotton, each a field of 25 m . A soldier supervises 
them and many get beatings." (Diary of the White Fathers 
at Tsumve, 1912. Archives Sumve Parish). 
However, big plantations of these new crops were started, in 
some cases by the missions who still operated villages for freed 
slaves. After the abolition of slavery in German East Africa in 
1907 (17 years later than in British East Africa) these settlements 
lost their importance, But religious followers remained and tried to 
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become self-supporting as they were essentially cut off from tribal 
life. 
The local inhabitants became temporary employees and were thus 
brought within the missions' influence. Roman Catholics and Presby-
terians especially used this system of economic incentives (Oliver,1970: 
173). 
The German Government welcomed the mission stations because they 
were regarded as important for the introduction of Western concepts of 
civilization. Their employees and followers stood out from the rest 
as prosperous and orderly and, as such, willing to conform to Govern-
ment administration (Oliver, 1970:177). 
The outbreak of the First World War disrupted the German 
administration completely and from 1914 until 1917 the British, 
Belgian and South African armies chased the German army, whose 
commander was General von Lettow-Vorbeck. It was never caught and 
surrendered only after the defeat of the Germans in Europe in 1918. 
2.2.3 The British period (1919-1961) 
The British civil administration took over control from the German 
authorities and in 1920 the Treaty of Versailles put German East Africa 
under British Mandate from the League of Nations. Its new name became 
Tanganyika. The North-western part of the country (now Burundi and 
Rwanda) became a Belgium Mandate area. 
The specific task of the new administration was: "To train and 
tutor the people until they could stand by themselves, socially, 
economically and politically". Annual reports had to be submitted to 
the League of Nations and were examined by a permanent panel of inter-
national experts . 
The first administrative measure of the new Government was to 
replace the German "akida" with direct supervision by British Admin-
istrative Officers, unfortunately not always with an improvement to the 
better (Weston,1920). After the arrival of Sir Donald Cameron as 
Governor, this was changed to the "Indirect Rule" system. The natural 
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and rightful rulers of each tribe were sought out and appointed to rule 
with full authority under guidance and supervision of the Colonial 
Administration. It resulted in the establishment of the Native Admin-
istration with Native Treasuries and Native Courts. Later their names 
were changed to Local Authorities or District Councils. 
In 1926 the first Legislative Council was inaugurated. It was 
a type of parliament made up only of Europeans and Asians as the local 
population was regarded as not yet sufficiently educated. 
In the mission field several problems arose after the War be-
cause the German missions were not allowed to return to their former 
mission fields, according to the Versailles directives. Several 
mission stations were handed over to British societies of the same 
denomination, sometimes however with difficulties about payment for 
property. In 1924 most of these problems were solved when an Act of 
Parliament in Great Britain permitted the Germans to return to their 
missions in Tanganyika (Hellberg,1965:185). 
In 1923 a meeting was held in Mwanza to discuss the spheres of 
influence of the different denominations. The diary of the White 
Fathers at Sumve shows that it was agreed to establish a minimal 
distance of 7 miles between the schools of different denominations. 
It also reveals that the Fathers were instructed by their Superior to 
open as many schools as possible and to put even a catechumen in 
charge, providing the site was occupied. 
The system of spheres of influence for the different denomin-
ations was not acceptable to the League of Nations and in 1924 Admin-
istrative Officers informed the various mission societies that "the 
assigning of definite spheres of influence would be contrary to the 
terms of the Mandate" (Circular, Songea District, 11-10-1924, Archives 
White Fathers, Tabora and a confidential letter to the White Fathers 
at Sumve, 7-7-1924). 
This decision was apparently taken earlier as the Prefect of the 
Congregation for the Propagation of the Faith in Rome, Cardinal van 
Rossum, wrote to the Bishop of Tabora in 1923 that on the instruction 
of Winston Churchill, the new Colonial Secretary of England, the 
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d iv i s i on in spheres of inf luence should be abolished (Ref. 518/23 of 
30-4-1923, Archives White Fathers, Tabora). 
S t i l l the idea of preventing possible r i v a l r y by a d iv i s ion in to 
spheres of inf luence was popular, as can be seen in the fo l lowing 
example, taken from a f i l e at the National Archives in Dar-es-Salaam 
(Ref. No. 21.711). 
In 1933 a new settlement for about 50,000 people was started 
between Biharamulo and Kibondo as the Sleeping Sickness in 
that area spread rapidly. The only known solution at that 
time was to concentrate the population in Tsetse fly-free 
areas with travel restrictions. 
The White Fathers, the Church Missionary Society and the 
Neukirchen Society were all working in the area and most 
interested in getting a foothold in these new concentrations. 
Unfortunately the White Fathers and the C.M.S. claimed the 
same areas, while the Neukirchen Society "appeared able to 
ignore the others successfully". 
The Provincial Commissioner of the area tried to solve the 
problems by imposing a three-mile buffer zone between all 
stations or schools of the two rivalling societies. This 
was not accepted by the Colonial Administration and only 
the principle "first come, first served" was allowed. It 
resulted in more than 200 applications for new school sites 
from the White Fathers and 13 from the C.M.S. in a six 
month period. This of course was not accepted by the C.M.S. 
and many letters were written to Dar-es-Salaam such as "so 
we are hindered from expansion and even hemmed in and blocked 
from evangelistic work in our own base at Kibondo" or "In 
Kibondo the Romans have actually built a school almost on 
top of ours". 
The eventual solution to this rivalry is unknown as no further 
information was available. 
At that time a substantial number of missionary societies had 
entered Tanganyika. The handbook of Tanganyika of 1930 gives the 
following figures: 
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Protestant Churches Number of adherents 
U.M.C.A. (Church of England) 29,000 
C.M.S. (Church of England) 15,000 
London Missionary Society 2,000 
Berlin Mission (Lutheran) 11,000 
Leipzig Mission (Lutheran) 14,000 
Augustana Lutheran Mission 700 
Neukirchen Mission (Lutheran) 200 
Seventh Day Adventists 1,300 
African Inland Mission 2,500 
Moravian Mission 9,000 
Bethel Mission 6,500 
Roman Catholic Orders 
White Fathers 88,000 
Fathers of the Holy Ghost 60,000 
Capucin Fathers 16,000 
Consolata Fathers 7,000 
Benedictine Fathers 40,000 
Working conditions were very primitive and the usual income of a 
priest was shs. 1/- per day (Diary, Sumve). 
The societies became organized at national level and tried to 
prevent each other from expanding. The Roman Catholic bishops were 
organized in the Conference of the Ordinaries of Tanganyika Territory, 
later called the Conference of Catholic Bishops and after 1950 the 
Tanganyika Episcopal Conference (T.E.C.). 
Most of the Protestant denominations were since 1934 organized 
in the Missionary Council of Tanganyika Territory, later called the 
Christian Council of Tanganyika (C.C.T.). 
However friction existed not only between the different 
denominations but also between Missions and Government. In their 1938 
Conference the Roman Catholic Bishops complained about the basic pre-
judices of race and creed of Government officials, most of whom were 
Protestant. Some Government officials had no special prejudices but 
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abominated all missionaries; one of these was the Provincial 
Commissioner of the Western Province, who wrote in his 1934 annual 
report: "If the Western Province fails to reach Heaven, it will not 
be for lack of pilots". 
The Missions' main fields of activity remained in education and 
medical work (see Chapter 3). Unlike medical work, mission schools 
were regarded as of equal importance in the scheme of education as the 
schools conducted by Government itself. Grants-in-aid were received 
for most schools and over 7S% of the educational work was run by the 
Missions. 
The Advisory Committee on Education in the Colonies stated in 
1930 (page 4): "It is not only because aided institutions may be a 
cheaper form of education than government institutions that voluntary 
efforts in education are to be encouraged. Private management is 
valuable in any system of education because it ensures that variety 
and play of personality which is important in every educational 
system". 
The Protestant Missions aimed at high quality education, while 
the Roman Catholics concentrated on large numbers of bush schools, 
where religious instruction was one of the major activities. Govern-
ment tried to improve the standard by getting tighter control by means 
of the subsidy system. 
The Protestant Missions were also far ahead of the Roman 
Catholic Missions in educating local clergy. The Protestants had 
come to help African Christians set up their own church government 
by Council and Synod, while the Roman Catholics came to start new 
provinces of the Roman Church. 
According to Oliver (1970:240) this resulted, around 1950, in 
a five to one majority of European Roman Catholic priests over African 
Roman Catholic priests, while the ordained Protestant Africans out-
numbered the Europeans three to four times. 
The first decades of British colonial government in Tanganyika 
brought little economic progress. The apparent reasons were the big 
world slump of the thirties, the Second World War, and the fact that 
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the British Government was not interested in investing in this Mandate 
area. Furthermore settlers were not interested in coming to the area, 
as land could only be obtained on a lease basis, while the neighbouring 
colony Kenya gave more agricultural possibilities and the opportunity 
to buy land. As Hitler still claimed Tanganyika as a German terr-
itory, it was feared that it could become a pawn on the international 
chess board. Since 1923, when Tanganyika joined the East African 
Common Market, practically no intensive co-operation with Kenya and 
Uganda had developed, even after the reports of the Ormsby-Gore and 
Hilton-Young Commissions in 1924 and 1927 respectively. The 
political situation was apparently regarded as not yet suitable. 
After the Second World War the overall development in the world, 
together with changing attitudes of colonial powers towards their 
colonies, created a real economic surge forward in Tanganyika. 
The new United Nations Organization changed the Mandate into a 
Trusteeship with the following specific task: "To provide educational, 
social, economic and political advancement; to encourage respect for 
human rights and for fundamental freedom for all without distinction 
as to race, language or religion". (Listowel,1965:124). 
A ten year development plan was published in 1946, followed by a 
five year plan in 1955. Co-operation with Kenya and Uganda was 
fostered. Slowly a nationalist movement emerged under the leadership 
of the few African intellectuals who were graduated from Makerere 
University in Uganda. Through the Tanganyika African Association 
(T.A.A.)(the official organization since 1927 for Africans who lived 
In urban centres but were not represented by a Native Administration) 
political aspirations were expressed. In 1945 the first two African 
members were nominated to the Legislative Council. 
In 1954 the T.A.A. general meeting decided to transform its 
organization into the Tanganyika African National Union (TANU), a 
purely political party with independence of the country as its primary 
aim. Julius K. Nyerere, born in 1922 and educated as teacher, was 
elected President. He held degrees from Makerere and Edinburgh and 
was widely accepted as leader in the struggle for independence. His 
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weapons, however, were persuasion and eloquence and not the use of 
physical force. 
Through the visiting missions for trusteeship territories of the 
United Nations, TANK became known to the outside world. Nyerere went 
to New York twice to defend the Party's standpoint. 
In 1958 the Party, with over 200,000 members, decided to part-
icipate in the first elections of the country. The system of "equal 
representation", introduced in 1955, was not very favourable for the 
Party as it meant an equal division of Legislative Council seats bet-
ween Europeans, Asians and Africans. Each constituency was to elect 
one European, one Asian and one African candidate, regardless of the 
total number of votes received by others. Through clever manip-
ulation, however, the elections gave an overwhelming victory to TANU. 
In each constituency a European and an Asian, known as TANU supporters, 
were asked to stand for the elections as TANU candidates and the voters 
were urged to vote for them. This resulted in the election of all 
TANU candidates. In 1960 "responsible government" was given to the 
Party and Nyerere became the Chief Minister. 
The Missions in the meantime were rather ambivalent towards 
TANU. On the one hand they welcomed the Party as relations with the 
colonial government were sometimes difficult and because most agreed 
with the cry for independence. 
On the other hand they were rather suspicious and TANU was 
considered by the Catholic Bishops to be too much a nationalist move-
ment without any educational or social development programme. (Con-
ference of Catholic Bishops,1956). From the Protestant side no 
written statements are available but it is known that they also had 
their reservations, though less than in the Roman Catholic Church due 
to much more African influence. 
2.2.4 .Independence (1961) 
On the 9th December 1961 Independence - "UHURU" - was achieved. 
Nyerere became the Prime Minister, from which post he resigned a few 
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months later to re-formulate the Party's programme and to inspire the 
population, especially in the rural areas. In 1962 a Republic was 
founded with Nyerere as the first President. 
Independence was reached without any bloodshed and very little 
conflict among the different leaders of the Party. Reasons for this 
remarkable development were attributed to the fact that Tanganyika had 
more than }20 different tribes with none dominating; that it had one 
widespread'language - Swahili; that a real "elite" was not yet 
established; and that Nyerere had outstanding skills. 
The Party's primary aim of independence having been achieved, a 
clear policy remained to be designed. Nyerere established himself as 
Party philosopher and proposed a policy of socialism, based on equality 
for the population, independent of race, language or religion. 
He saw socialism not as a class struggle but as a revival of the 
original traditional social structure of the extended family, in which 
security and hospitality were the major pillars, based on joint owner-
ship of land. He called this "African Socialism". In 1962 he wrote: 
"Modern African Socialism can draw from its traditional heritage the 
recognition of "Society" as an extension of the basic family unit. 
The true African Socialist regards all men as his brethren as members 
of his ever extending family. This is called Ujamaa, which means 
familyhood" (Nyerere,1966:170). 
Community development programmes were launched. The first 
three-year development plan (1961-1964) was mainly based on the 
recommendations of the 1960 World Bank Mission which emphasized 
education, economic and community development, dependent on private 
investments and foreign aid. Village development committees were 
established in order to co-ordinate the enthusiastic but often in-
effective self-help schemes. Traditional chiefs, not the first to 
back TANU, were deprived of their political power, and executive 
officers responsible to the local authority took over (Kimambo,1969: 
245). 
As the influence of TANU was so great, Nyerere pleaded for a 
one-party state because more parties would only bias the country's 
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policy, and create unnecessary rivalry. He did not see the need to 
copy the Anglo-Saxon tradition of a two-party democracy, as he con-
sidered it alien to the African tradition of consensus. In -1961 he 
said: "The two essentials for representative democracy are the freedom 
of the individual and the regular opportunity for him to join with his 
fellows in replacing, or reinstating, the government of his country by 
means of the ballot-box and without recourse to assassination. An 
organized opposition is not an essential element, although a society 
which has no room and no time for the harmless eccentric can hardly be 
called "democratic". Where you have those two essentials, and the 
affairs of the country are conducted by free discussion, you have 
democracy" (Nyerere,1966:106). This One-Party ideology was soon 
legalized. 
In 1964 a mutiny in the army, caused by low wages and the pre-
sence of too many British officers, created great unrest in the country. 
Nyerere had to call in the British for help and disciplinary measures were 
taken. All non-commissioned officers were replaced by TANU members. 
Throughout the country the influence of TANU increased. The 
executive power of the party was with the National Executive Committee 
(N.E.C.) with representatives from all parts of the country. Regional 
and area commissioners were newly appointed and became ex officio TANU 
secretaries of their area. At divisional and ward levels TANU 
branches were established and at the village level groups of ten 
houses (cells) were created with a TANU member as the elected ten-
house (cell) leader. This ten-cell leader was supposed to be a 
community organizer, party disciplinarian, (unpaid) administrator and 
general watchdog (Levine,1972:333). 
In 1964 the First Fi ve-rear Beveiopuient Plan was drawn up 
against the background of long-term goals. The three main objectives, 
to be attained by 1980, were a rise in per capita income from £19.6 to 
£45, a rise in life expectancy from 35-40 to 50 years, and full self-
sufficiency in trained manpower. (First Plan,page VIII). 
It was based on both socialist as well as capitalist views and 
had a typical "opendoor" policy to attract foreign investment (v.d. 
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Laar,1969 3). Agriculture was stressed, not primarily by improve-
ment of the traditional methods but by resettlement of farmers into 
areas with more favourable farming circumstances. It was intended 
to change the nature of the rural society in a fundamental fashion. 
The old system of smallholder agriculture, with families living on 
their dispersed plots, was to be changed to nuclear village settle-
ments. In these new settlements co-operative movements and collect-
ive ownership were given priority. Israel became the main model for 
development (Hoskyns,1972 100). 
In the meantime Zanzibar, the tiny island 20 miles off the 
coast, became independent and one month later, in January 1964, a 
bloody revolution resulted in the elimination and expulsion of most 
of the Arabs. Karume, the new leader started negotiations with the 
Communist countries and Russian, East German, Chinese and Yugoslave 
experts were invited. It became known as "The Cuba of Africa". 
Three months later a sudden union between Zanzibar and Tangan-
yika took place, and the name "Tanzania" evolved This led to a 
reaction of the western countries and much technical and financial 
assistance was frozen or withdrawn. West Germany applied the 
Hallstein doctrine as soon as East Germany was recognized, and England 
broke relations because of Tanzania's stand in the O.A.U. resolution 
on Rhodesia. 
Communist countries started giving help instead, and Nyerere 
explained that it was necessary to take some steps away from the West 
towards the East in order to get closer to the middle. A policy of 
non-alignment was followed but as Nyerere said during a State Visit 
to China in 1965 "We wish to be friendly with all, and we will 
never allow our friends to choose our enemies for us" (Nyerere,1966 
324). 
The implementation of the First Plan was difficult. The under-
estimated population growth, the sudden drop of sisal prices on the 
world market, and a decrease in foreign aid were the major reasons. 
In addition benefits went primarily to big businessmen, mostly Asians 
and politicians, and urban areas were favoured over the rural ones 
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The v i l l age settlement schemes fa i l ed due to the i r high costs and social 
tensions and hence were abolished in 1966. 
During that year a student s t r i k e broke out at Dar-es-Salaam 
Univers i ty College in protest against compulsary National Service. 
Drast ic measures were taken, and over ha l f o f the students were ex-
pel led from the Univers i ty . Af ter a year of "cool ing down" a t home, 
most of them were allowed to take up the i r studies again. 
In 1967 a chain of events brought about dramatic changes in the 
pol icy of the country. 
The Arusha Declaration was launched as Tanzania's new pol icy 
paper. I t set out f i v e tenets (van Arkade,1972:36). 
i ) Public control over the economy, especial ly over a l l f i nanc ia l 
i n s t i t u t i o n s , large indust r ia l and comnercial concerns and 
agr i cu l tu ra l estates. 
i i ) Development through se l f - re l i ance by u t i l i z a t i o n of local 
resources and by domestic mobi l i za t ion . No emphasis on money 
and i ndus t r i a l i za t i on based on foreign aid and investments, but 
on land and agr i cu l tu re . 
i i i ) Rural development by adapting education, investment programmes, 
and p o l i t i c a l thought to the needs of the rura l areas. 
i v ) Social equal i ty through vigorous income and salar ies po l ic ies 
(especial ly from the p o l i t i c a l leaders). 
v) Rural social ism through the appl icat ion of "Ujamaa", the spread 
of voluntary co-operative forms of production in communal and 
co-operative v i l l ages . 
The immediate resul ts of the Arusha Declaration were: 
i ) The nat iona l isa t ion of a l l banks, large indus t r ia l and 
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agricultural enterprises and part of the international and 
wholesale trade sector. Full compensation was paid, based on 
the book value. 
The establishment of the State Trading Corporation to take over 
the nationalized business. 
The directive that civil servants and political leaders should 
have no sources of income other than their one salary, and no 
emoluments such as free housing, free car etc.; that they 
should have no houses for letting in their possession; they 
were given one year to settle their business in order to comply 
with these directives. 
Voluntary communal and co-operative settlements known as 
"Ujamaa Villages" were established. These villages were 
financially and technically assisted by Government, and were 
also supplied with different social services. They were based 
on the traditional spirit of familyhood, but extended beyond the 
borders of the family. 
The community governed and owned the village equally. Only in 
relation to work discipline was a hierarchy allowed. In most 
villages each family had a private plot on which they grew their 
daily food. On a fixed number of days per week they were 
required to help with the cultivation of conmunity fields. The 
profits from these fields were shared according to the labour-
input of each family. Most villages had 100-200 families. 
The Ujamaa system differed from the former village-settlement 
programme in that emphasis was placed on intermediate technology, 
on voluntary organization and participation, and on self-
reliance. 
Swahili was designated as the official language and was to be 
the medium of instruction throughout all primary schools. 
v i ) The object ives of primary education were to be directed towards 
the needs of the a g r i c u l t u r a l environment, expressed i n 
Nyerere's paper "Education f o r Self-Reliance" (1967). 
A l l these measures, taken a f t e r the Arusha Declarat ion, created 
uncertainty in neighbouring countr ies. However, by excluding some 
well known l e f t wing p o l i t i c i a n s , and by signing the East Afr ican 
Treaty of Co-operation, the balance was more or less held (Hoskyns, 
1972:102). I t was also feared that the e l iminat ion of economic 
classes woald el iminate economic c r e a t i v i t y . 
The Second Five-rear Deveiopment Plan, launched in 1969, was 
based on the p r i n c i p l e s of the Arusha Declarat ion. The d i v i s i o n of 
estimated development investments of central Government was as f o l l o w s : 
TABLE 2 . 1 : ESTIMATED INVESTMENTS OF CENTRAL GOVERNMENT 1969-1974 
( i n m i l l i o n s of s h i l l i n g s ) 
A g r i c u l t u r e , Food, Co-operatives 636 
Lands, Housing and Urban Development 310 
Regional Administrat ion and Rural Development 1Θ0 
Communications, Transport and Labour 922 
Education 297 
Health 99 
Defence 105 
Other 201 
Total 2,750 
(Source: Second Plan Vol.1) 
Sixty percent of th is money had to come from w i t h i n Tanzania, as 
against 22 percent in the F i r s t Plan (Nyotyana,1973:122). In addit ion 
the share of p r i v a t e investment was reduced to about 23 percent. 
The plan was a real project plan. I t aimed at a uni ty of 
economic and social ob ject ives. The three fundamental pr inc ip les were 
(Svendsen,1973:180). 
a) Top priority to rural development; 
b) A more socialist organization of rural economic activity; 
c) A social change in the context of a programme of output expan­
sion. 
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The primary aims were that all Tanzanians would -
enjoy a healthy diet; 
be adequately clothed; 
enjoy acceptable housing conditions; 
have access to basic education and health facilities. 
Stress was put on agriculture, the Ujamaa villages, the role of 
TANU, political education, the co-operatives, education and inter-
mediate technology. At present the plan is being implemented and 
accordingly adjusted to local circumstances and changing conditions. 
The Ujamaa villages movement created a real revolution in the 
rural life of Tanzania. In the poorer areas especially it found an 
enormous response and the number of villages rose from 20 in 1967 to 
2,000 in 1971, with over one million inhabitants. In 1973 there were 
5,556 villages with 2,028,000 inhabitants, about 15% of the total 
population (Nyerere's address to the TANU biennial Conference, Septem-
ber 1973). Their distribution is, however, still unequal as 80% of 
the villages are situated in only seven of the 18 regions. 
Another development was the creation of Maendeleo (Development) or 
Planned villages. People were persuaded to leave their isolated home-
steads and to move into Planned villages. Plots were assigned and each 
family had to build its own house. Government promised to supply 
water, schools and medical facilities in each village. There was no 
need for communal labour and each family received a piece of land for 
cultivation. It was intended that by 1976 each rural Tanzanian 
would live in a Planned or an Ujamaa village. 
In the education field a new development took place after the 
Arusha Declaration. Government wanted to have a tighter grip on 
education which was still mainly in the hands of the churches. The 
Moslim community in Tanzania (25% of the population) in particular 
urged Government to give them a fair share in the educational poss-
ibilities of the country. In 1970 Government took over all primary 
schools from the churches and also all secondary schools (except those 
with a special purpose such as seminaries). The church leaders did not 
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oppose this move, but some individual Christians working in the 
educational field were shocked. Expatriate teachers were replaced by 
Tanzanian staff, starting with the headmasters. Nyerere stated al­
ready in 1966: "The days when our people chose between accepting the 
Christian religion or remaining uneducated have now gone. I am con­
vinced that this is a good thing both for the nation and for the 
different churches. Serving the needs because they are needy, regard­
less of race, tribe or religion, can do nothing but good. This 
attitude may be termed secular, but it is by no means irreligious". 
(Nyerere,1968:224). 
Around that time about 25 percent of the population was Christ­
ian, subdivided among the different denominations as follows (Swantz, 
1969:14): Roman Catholics - 1,800,000; Lutherans - 420,000; 
Anglicans - 225,000; Other - 180,000. 
Internationally Tanzania became the host country to all kinds of 
refugees, who had fled from their home countries because of political 
unrest (Rwanda, Burundi) or because of their liberation struggle from 
white domination (Mozambique, Angola). Nyerere became a leading 
personality for liberation movement in Africa. 
The fall of President Obote in Uganda created a tense situation 
with some actual fighting at the сопиюп border in 1971 and 1972. 
The influence of the People's Republic of China became bigger 
and bigger. The £100 million loan for the construction of the 2,000 
km railway between Zambia and the Tanzanian coast made Tanzania more or 
less dependent on China. Western countries had always refused to fin-
ance the project as it was considered technically too difficult and 
economically not viable. When China accepted the request for the loan 
it resulted in an influx of more than 15,000 Chinese experts and work-
ers and an enormous import of Chinese commodities. The Chinese in-
fluence became visible to even the ordinary man, unfortunately not 
always very welcome because of the poor quality of the imported goods. 
In 1971 the N.E.C, issued new TANU guidelines (^ongozo), sharp-
ening the official policy. It called for leadership of the people in 
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economie as wel l as p o l i t i c a l matters. Public decision-making was 
emphasized i n the bu i ld ing up and defending of the country. A 
people's " m i l i t i a " was establ ished, a mass movement in which c i v i l i a n s 
(mostly c i v i l servants) were trained to defend the country. A t i g h t e r 
control on the econorny was effected with the n a t i o n a l i z a t i o n of a l l 
tenant-occupied houses having a value of over shs. 100,000. The Asian 
community, who f o r the most part s t i l l contro l led local t rade, was 
mainly h i t by t h i s measure. Many of them l e f t the country as a r e s u l t . 
In 1972 a d i r e c t i v e f o r decentra l izat ion was issued by Govern­
ment in order to remove the t h i c k e t of red tape. 
The D i s t r i c t Councils (formerly cal led the Native Administrat ion) 
were abolished and a l l t h e i r r e s p o n s i b i l i t i e s taken over by central 
Government. 
A Development Team was created in each D i s t r i c t and each Region, 
consist ing of a Planning, a F inancia l , and a Personnel o f f i c e r , t o ­
gether w i t h eight funct ional o f f i c e r s , i . e . the local heads of depart­
ments f o r h e a l t h , education, a g r i c u l t u r e , natural resources, water, 
land development, works, industr ies and conmerce. The Regional and 
D i s t r i c t organization became as follows (source N.E.C, meeting. May 
1972): 
Staff 
Officers 
Funct. 
Officers 
Staff 
Officers 
Funct. 
Officers 
Regional Development Director 
Regional 
Planning Officer 
X 
Agriculture Согалегсе I Industry Education 
X Regional 
Financing Off. 
Regional 
Personnel Off. 
Health Works Natural Resources 
Land 
Dev. 
|District Development Director! 
District 
Planning Officer 
District 
Financing Off. 
District 
Personnel Off. 
ir^r~n 
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As well as this structure there was still the administrative and 
political structure in each region and district with a Regional 
Commissioner, an Area (District) Commissioner, a Divisional Secretary, 
a Ward Executive officer and a Ten-cell leader. There was also a TANU 
chairman in each administrative unit. 
The administration of local affairs and all local development 
activities became the responsibility of the District Development 
Councils. They consisted of the District TANU Chairman as Chairman, 
the District Development Director as Secretary, and as Members, all 
members of Parliament of that District, the Area Commissioner, all 
elected members from the former District Councils and all members of 
the District Development Team. The functional officers of this team 
were responsible to their Ministries in Dar-es-Salaam only on policy 
and general matters. An Executive Committee was appointed in each 
Council to do the day-to-day business. This was called the District 
Development and Planning Committee. 
At the regional level the same type of Council and Committee 
existed, but also at the village level Development Committees were 
created. The Regional Committee mainly acted as a guide to the 
District Committee, which had the actual executive power. Money was 
allocated to the regions and through them to the districts. 
As Nyerere explained (1973:346) "We have to work out a system 
which gives more local freedom for both decision and action on matters 
which are primarily of local impact, within a framework which ensures 
that the national policies of socialism and self-reliance are followed 
everywhere." District TANU committees were responsible for the 
second part while the Development Conmittees dealt with the first. 
Planning from the bottom up became one of the possibilities in 
this new structure and the implementation remains to be seen in the 
next Five-Year Plan. 
The attitude of the churches (no longer called missions as all 
churches were now independent, mostly with local leaders) towards this 
policy of socialism and towards the growing influence of the Party was 
difficult to judge. Nyerere was a very conmitted Roman Catholic and 
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the Roman Catholic Bishops had always openly supported his policy. 
In 1967 a Seminar was organized by the Catholic Students' 
Association at the University College in Dar-es-Salaam. Prominent 
church leaders embarked on the theme "The Arusha Declaration and 
Christian Socialism" and only favourable statements were made. 
In their 1968 message (page 6) the Bishops wrote "Our Tanzanian 
Socialism is to be characterized by a spirit of genuine brotherhood, 
not by hatred and class-warfare; by faith and hope in the goodness of 
God, not by the denial of a power and a wisdom greater than that of the 
political leaders at the moment". They fully agreed with the Arusha 
Declaration and saw its three basic principles - brotherhood, freedom, 
and self-reliance - as basic elements of the true Christian way of 
life. 
In 1969 a nation-wide movement was organized by the Roman 
Catholic Church. A Seminar Study Year (S.S.Y.) was organized under 
the heading "The Church in Tanzania Today". During the year seminars 
were arranged for all layers of the Roman Catholic population covering 
more than 20 different subjects (education, medical work, training of 
priests, pastoral work, etc.). In dozens of papers the central 
question was repeatedly raised: What are our priorities in the church 
apostolate in Tanzania? Early 1970 a final conference concluded this 
Seminar Study Year. The Roman Catholic Church members' support of 
Tanzanian policy was expressed everywhere (S.S.Y. papers 1969). In 
their 1972 letter (Peace and Mutual Understanding) the Bishops stressed 
again the importance of active involvement of Christians in the process 
of social reform. "The Christians must offer a perfect example of 
sharing and trusting one another Politics is a path-way of 
Christian commitment, because we discover daily that change in the 
quality of our life is influenced by political action" (page 12 and 
13). 
From the Protestant churches no written documents could be dis-
covered. It is known that within the diversity of the churches there 
was also diversity of opinion. Most churches however fully supported 
the country's policy and while written statements are lacking, except 
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for the first official statement of support issued in 1967, practical 
examples and actual deeds perhaps say much more. These latter were 
numerous according to several church spokesmen. 
As Nyerere says (1974:7): "Africa today is an exciting place to 
live in; African development is an exciting challenge, and we have the 
opportunity to shape and to lead the response to that challenge." 
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Chapter 3. TANZANIA'S MEDICAL SERVICES AND THE CHURCH FACTOR 
3.1 THE ROLE OF THE MISSIONS IN THE DEVELOPMENT OF THE MEDICAL 
SERVICES 
3.1.1 ГЛе pre-colonial period 
Little is known about medical care in East Africa before the arrival of 
European explorers and missionaries. However, from traditional 
medicine, still practised at large in the country, something can be 
learnt about the way in which this pre-scientific medical care was 
delivered. 
It was, and still is, the belief that health and disease can 
only be understood in relation to the human life force or soul power in 
which not only men but also the spirits of the dead are included. The 
harmony of this cosmic vital force is maintained by good relations with 
the society and the spirits, expressed in good communal life, sacrif­
ices and taboos. Disturbance of this harmony will cause illness and 
so the first question of a victim will be: "What did I do or not do; 
How can I restore the harmony?" To get an answer, he goes to the 
diviner who diagnoses the cause and treats the victim in most cases 
with medicines. These are prepared in a special way for this special 
patient and so the harmony is restored. Sometimes the diviner does 
not act as healer (mganga; root: "ganga" = to bind, to treat medic­
ally) but sends the victim to another healer, very often a herbalist. 
When spirits are considered to be the main cause, the victim might be 
sent to a witch-doctor to get the bad spirit exorcised. The healer or 
mganga is the real family doctor, and may or may not be the diviner as 
well. He knows his clients very well and respects the wholeness of 
men as being body and soul (Swantz,1967:42). 
By wearing tal ismen or charms and by adhering strictly to the 
regulations of tribe or clan the disturbances in harmony which cause 
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illness are prevented. The measures are aimed at appeasing ancestors, 
hoping to receive their favours and protection against this disturbed 
cosmologica! balance. This is the traditional concept of preventive 
medicine directed towards the immediate future. It is a daily matter 
of counter magic in a world full of threats from evil powers (Jansen, 
1973:163). 
The local community expects the practitioner to take a detailed 
and personal interest in the patient. He on his side considers it 
important to create an atmosphere of confidence and trust. Each 
symptom is considered and treated separately and not as a complex 
(Read,1966:21). 
Almost every neighbourhood of 15 to 30 homesteads has a trad-
itional healer around (Varkevisser,1973 (a) ). This counts for Sukuma·-
land, near Mwanza, where the traditional healers are also organized in 
secret societies. Most healers train pupils, who stay in the healer's 
homestead for several years·and receive a personal training. The 
pupils take part in an initiation and upon payment of money or cows, 
they gain access to more exclusive information (Varkevisser,1973 (b) ). 
With the arrival of the Arabs new ideas about health and 
disease were introduced, also based on myth and magic. The Koran 
became an additional source of information for the healer; a new 
element in their traditional concept of health and disease (Hasani bin 
Ismail,1968). The mwalimu-mganga came in, being a clerk and teacher 
on the one hand (Arab: Mu'allim = lettered man) and a medicine man 
on the other (mganga). His ability to manipulate sacred texts gave 
him both knowledge and power. His most sought-after function was the 
writing of texts for charms. His efficacy comes from the belief that 
the power (baraka) inherent in the words and phrases of the Koran, the 
names of angels and jinn (spirits) and numbers and symbols, can be 
transferred to objects and from them to persons wearing them (Spencer 
Trimmingham,1964:122). It is known that Arab medicine also has 
several scientific aspects and a great variety of surgical possibil-
ities like lithotomy, eye surgery and trepanning (Hilton-Simpson,1922: 
24), but apparently this was not performed on a wide scale in East 
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Africa. 
When the first missionaries entered East Africa, Western medical 
knowledge was introduced. Medicines were brought from Europe for 
self-medication, especially against malaria, which killed many mission-
aries, most of them within the first three years of their stay. The 
local chiefs and the porters of the missionaries became interested in 
these powerful medicines and tried to buy them or exchange them for 
locally produced opiates (Clyde,1962:2). The care of freed slaves, 
one of the main activities of the early missionaries, made necessary 
large amounts of imported medicines as well as some knowledge of how to 
apply them. 
The traditional healers were not very happy with this intro-
duction of Western knowledge and tried to prove their own abilities to 
the chiefs. But in the field of white magic the missionaries were 
also well prepared, and by making water effervesce with fruit salts 
they could outdo most native healers; with the performance of small 
surgical operations their popularity increased even more (Oliver,1969: 
70). 
But the life was very hard, and the number of graves of young 
missionaries multiplied rapidly. Qualified doctors were needed to 
look after the health of the missionaries. One would have expected 
that the first doctor to enter East Africa would have been assigned to 
look after his fellow missionaries. Oddly enough, the first doctor 
happened to be a missionary who considered medical care mainly as an 
aid to evangelistic work. He was Dr. David Livingstone, and he tried 
as well to introduce the arts and sciences of civilization. He 
dreamed of bringing about a general penetration of western civilization 
as a preliminary to the conversion of individuals to Christianity 
(Oliver,1969:24). During his travels through Southern and East Africa 
he freed the slaves, treated the people, looked for ways to improve 
their social and economic conditions and in the meantime preached the 
Bible. He was responsible for great .advances in missionary work in 
Africa, but was not the pioneer who organized a medical care system for 
his fellow missionaries. 
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The first doctor with that commission was Dr.Baxter of the 
Church Missionary Society (C.M.S.)· He came to Tanzania in 1874, 
starting his work in Mpwapwa (see Map A). For three years he moved 
around the country looking after the missionaries and of course after 
the sick who came to him for treatment. In 1877 he started the first 
hospital situated in Mamboia in the Usagara Mountains near Mpwapwa 
(Clyde,1962:2). It was on the slave route to the coast and so the 
freed slaves could get medical care easily. In this he followed the 
example of the Holy Ghost Fathers who had already established several 
dispensaries for this purpose, one of the first at Bagamoyo in 1868 
(Zucchelli,1963:23). 
The second medical care organizer concerned with the welfare of 
missionaries was Dr. Parler, a physician as well as a clergyman, who 
came to Magila in 1875, soon followed by European nursing sisters 
(Zucchelli,1963:26). His successor. Dr. Pétrie, opened a small 
hospital in 1885 under the auspices of the U.M.C.A. 
The third hospital with a resident medical doctor was establish-
ed by the White Fathers in 1888 at Karema, near Lake Tanganyika, with 
Dr. Adrien Atiman, a freed West-African slave trained at Malta Univer-
sity, in charge (Clyde,1962:2). 
3.1.2 The German period (1885-1918) 
The first Government medical centre to be established was at Bagamoyo, 
where German troops entered the country in 1888. A two storey Arab 
building was converted into a 50-bed hospital, but it was not very 
solid and collapsed within five years. 
The second Government hospital was built at Pangani, where some 
small medical units were opened along the coast. Soldiers, wounded in 
fights against the Arab slave traders were treated in these centres. 
With the establishment of a German military administration, 
Dr. Becker became the first chief medical officer stationed in Dar-es-
Salaam. As there was only a small mission hospital in Dar-es-Salaam, 
built in 1889 by the Evangelical Missionary Society, he approached a 
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rich Indian trader, Sewa Haji, for help in establishing a German 
Government hospital. Funds from Germany were not to be expected in 
those early days and Sewa Haji was on good terms with the Government 
authorities, who favoured his trade interests. He agreed to furnish 
the medical department with a gift of 12,400 rupees (one rupee was 
about 1J shillings) on condition that the new hospital would bear his 
name in large visible letters at the exterior and that it would be 
open to all people seeking medical help. 
In 1893 this hospital started to function and gave free treat-
ment to government employees and to the poor of the city. All other 
patients were charged 1 rupee daily for treatment and food. It served 
Dar-es-Salaam until 1956, when it was replaced by the Princess Margaret 
Hospital. 
In 1897 a second government hospital, built with government 
funds, was opened on Ocean Road in Dar-es-Salaam. At the time of 
writing it is still in use. 
The first private practitioners, employed by the German East 
African Company, came to the country in 1894. They were employed at 
the estates of the company, but also cared for the Europeans living in 
the vicinity. 
In 1898 a laboratory was established by Government in Dar-es-
Salaam and Dr. Giemsa became the first Government chemist. One room 
was especially reserved for Prof. Dr. Robert Koch, who worked there for 
more than two years on malaria and other tropical diseases. 
By 1910 there were 43 German medical officers, mostly army 
doctors, stationed throughout the country. They had to travel in-
tensively throughout their districts implementing preventive measures 
and solving local health problems. Their main duties were to preserve 
the health of the European Community, to keep the African labour force 
in good working condition, and to prevent the spread of tropical 
epidemics (Beck11970:200). There existed a well-organized sleeping 
sickness service and nine doctors were fully engaged in the prevention 
of its spread from Uganda, where it started in 1903. 
Smallpox and plague were difficult to control, and the Colonial 
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Secretary stated in 1910 in the German "Reichstag": "The extraordinary 
high mortality in East Africa is an indication of the absence of ade-
quate preventive medical services. I consider that this is a part-
icularly fruitful field for the missions". (Clyde,1962:37). 
The missions had good contact with the population and a good 
understanding of local problems. Attempts, therefore, of the German 
Government to include the Missions in preventive activities were real-
istic; however this scheme was not entirely acceptable to the medical 
missions (see Chapter 4). Direct contact with the population was one 
of the missions' aims but preventive activities did not provide much 
opportunity for such contact. Only in leprosy could both aims be 
combined, and so this became one of the main activities of the missions. 
In leprosy camps, charitable care for the sick was combined with 
evangelism; Government offered drugs and small grants-in-aid for this 
preventive work. In 1905 the following statement was made: "With 
ordinary care there is little risk in visiting lepers in Africa and it 
is a blessed task to bring to those who have the Sentence of death with-
in themselves the good tidings of the"life that is in Christ". 
(Anderson-Morshead,1955:280). 
The medical stations of the missions were nearly always estab-
lished in the rural area, while the German medical centres were in 
administrative centres and towns, primarily caring for their own per-
sonnel . 
Government did not hold itself fully responsible for the health 
of the population. Only in epidemics was the medical department con-
cerned with the health of the local people. The missions, however, 
recognized the need for personal medical care and therefore provided 
possibilities for a human approach. Fees were charged as it was the 
impression of the missionaries that the people valued> a benefit 
according to its cost (Zucchelli,1963:31). 
The interest of the population was overwhelming and in 1906 the 
White Fathers treated 109,060 patients at their 34 stations in the 
Diocese of Nyanza Meridional (consisting of Bukoba, Mwanza and Rwanda 
regions). Fifty-three priests and six religious sisters performed 
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this medical work. In 1911 the number of patients had increased to 
168,832, treated by 77 priests and 22 religious sisters (Reports Annuels 
des Missionaires d'Afrique). But none of them had medical or nursing 
qualifications except from a course in medical care received during 
their novitiate. Nor was there a medical doctor or nurse available to 
supervise their activities. Their personal dedication compensated for 
their lack of professional knowledge. The combination of evangelism 
and medical care was not always appreciated, as revealed in the follow­
ing sigh heaved by one of the Fathers at Sumve in 1912: "If the people 
would only desire the health of their souls as much as they do for 
their bodies but nobody is eager. They come to visit the dis­
pensary but as soon as we talk of religion they look at the door " 
(Diary Зит е.І іг). 
The misunderstandings and the fights between Roman Catholics and 
Protestants (see Chapter 2) also influenced the medical work. The 
number of medical stations was considered very important and often 
different denominations were treating patients at either side of the 
road. This, together with the different standard of care, increased 
the rivalry. 
The third big religious group in the country trying to get con­
verts were the Moslims. They never did any organized medical work. 
They had a network of social provisions in their community but were not 
interested in establishing organized medical care among non-Moslims. 
Furthermore they could not rely on gifts from Overseas as their home 
countries were poor as well. 
The relationship between the Government medical department and 
the Missions involved in medical work seems to have been good, except in 
some isolated cases where the German Missions were awarded privileges 
over the English. 
With the outbreak of the First World War in 1914 medical care 
for the whole country was left in the missionaries' hands as all 63 
Government and six private doctors were enrolled for military service. 
The medical service completely collapsed and the five Mission doctors 
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present had to" meet a l l medical needs, with the help of a handful of 
nurses. When in 1918 the Germans surrendered,12 general and three 
special hosp i ta ls , wi th more than 1,200 beds, were l e f t without 
q u a l i f i e d medical supervision (Titmuss,1964:2).. Some German mission 
doctors also had to leave and when England took over the country's 
admin is t ra t ion , only two mission doctors were present. 
3.1.3 The British period (1919-1961) 
The first years after the War were a very uncertain period as it took 
some time before the official Mandate over the country was given to 
England by the League of Nations. Until 1920 only eight British 
medical officers were willing to join the Government in Tanganyika. 
After a big recruitment campaign in 1920 another 16 doctors decided to 
come from England. Slowly the collapsed medical service was built up 
by Dr. Arthur Horn, the first Director of Medical Services. The new 
medical department was, unlike in German times, staffed only with 
civilians and divided into two branches, one for hospitals and one for 
sanitation services. 
The visit of the East African Royal Commission in 1925 was of 
great benefit for the medical department, because its recommendations 
for an expansion of the medical services were taken seriously by the 
British Government. This coincided with the appointment of a new 
Governor, Sir Donald Cameron, who introduced several new developments 
in the country (see Chapter 2) and was very interested in medical work. 
Furthermore the new Director of Medical Services, Dr. John Shircore, 
was a very good organizer and under his cormand the medical department 
grew remarkably (see Table 3.1). But for a population of more than 
4 million inhabitants, spread over an area six times as large as Great 
Britain, it was still insufficient. 
Shircore discovered the good effect of Bismuth Sedium Tartrate 
on Yaws and several campaigns were launched with over 75,000 patients 
treated in 1925 and over 125,000 in 1929 (Clyde,1962:113). The 
Missions assisted well in these campaigns and received the medicines 
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free-of-charge. I t was with th is campaign that the "sindano" 
( t h e " i n j e c t i o n " ) s tar ted i t s glor ious popular i ty in A f r i c a . 
As soon as I n d i r e c t Rule was introduced i n 1926 a.plan was made 
to include the newly-established Native Administrat ion i n medical work. 
The local chiefs were asked to establ ish small dispensaries i n the 
r u r a l areas and to assign men who could be tra ined as t r i b a l dressers 
in the e x i s t i n g government hospi ta ls . A f t e r three months' p r a c t i c a l 
t r a i n i n g , these dressers were put in charge of the dispensaries and 
running costs and salar ies were paid from taxes, col lected by the 
Native Treasury. In t h i s way i t was possible to reduce the costs of 
medical care considerably, and to make i t avai lable to more people i n 
the country. The salary of a t r i b a l dresser was less than shs. 15/-
a month as against shs. 400/- f o r a European nursing s i s t e r . The 
q u a l i t y of the work performed was probably not very h i g h , but these 
dispensaries were regarded as f i r s t - a i d posts. The higher q u a l i f i e d 
s t a f f were kept i n the towns and d i s t r i c t centres where Government 
established several hospitals with European doctors and nurses. From 
Graph 3.1 can be seen how great the inf luence of t h i s system of t r i b a l 
dispensaries was on the expenditure of the health-care-del ivery system 
i n the country. 
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By 1927 there were already 90 and by 1928 147 tribal dressers at work, 
many of them imported from Nyasaland. 
The interest of the population in Western medicine apparently 
increased and where formerly the medical authorities tried to make the 
people seek treatment through educational "propaganda", they now 
demanded medical services, even more sometimes than the authorities 
could give. But suspicion and superstition were still in competition 
with this demand, and especially for operations much confidence had to 
be gained. Dr. Frances Taylor, in 1926, allowed relatives into the 
theatre to win their confidence, and writes "I have had portions of the 
Koran read over me in the theatre while a Moslim boy was being circum-
cised" (Taylor,1965:11). 
In the field of pregnancy and childbirth it was possible to over-
come deep-rooted superstition. In Kahama, a Government pilot project 
set up in four clinics increased the number of clinic confinements from 
10 in 1927 to 21 in 1928 to 1,136 in 1929. This was achieved through 
Maternal and Child Welfare Clinics. There was also an enormous in-
crease in attendance of young children at these clinics. 
In 1925 an ordinance was passed by which free treatment at 
Government out-patient clinics was to be given. Only employees with a 
salary of over 100 shillings yearly had to pay (Zucchelli,1963:75). 
The medical work of the missions also increased greatly, but the 
difference in approach of the Protestant and Roman Catholic Missions was 
still striking. During a conference of the Heads of Catholic Missions 
in 1928 this problem was discussed because: "The Protestants are far 
ahead in medical work and the ground lost has to be reconquered". In 
lengthy discussions the type of doctor to be recruited was considered. 
A bachelor male doctor was not advisable ("being too lonely he could 
possibly not resist temptation"); married doctors were more suitable, 
but also more expensive. Perhaps single male or female doctors, 
joining a Religious Order would be a solution. 
In fact, there was already a religious female doctor employed by 
the Mission, Sr. Dr. Thecla Stinnesbeck, who came to Africa in 1927. 
The Roman Catholic Missions expanded their general medical 
47 
Services, often at a low level, which was a thorn in the flesh of 
Government. The following correspondence, -found in the Archives of 
the White Fathers at Tabora, speaks for itself. 
In January 1933 the Provincial Medical Officer of fianza informs 
the Bishop of Tabora, that he wants to have a list of all 
mission medical activities, facilities, manpower and qualific-
ations in his Province. He also announces a visit along the 
8 different mission stations, at that time treating 133,174 
patients yearly. 
The Bishop, apparently afraid, informs the 8 mission stations 
in his Diocese of this forthcoming visit. 
Advice is given in case they are asked why they perform medical 
work (answer: "It is a Canonic right of the Clergy to perform 
medicine and surgery" and "We all have followed a course in 
tropical medicine and know the treatments from our handbook the 
"Guide Missionaire".) The treatment of several difficult 
diseases is mentioned also and the dosage written down so no 
mistakes could be made in case the Provincial Medical Officer 
should ask difficult questions. 
The impression made at that visit appeared to have not been 
good because in his 1934 annual report the Provincial Commiss-
ioner for the Western Province (Mwanza) writes: "All mission-
aries, whenever possible, dabble in medicine, considering that 
to heal the sick is part of their duty". 
This example illustrates the situation in the Western Province 
but perhaps government officials there were not as friendly towards the 
Missions as their colleagues in the other three provinces. In the 
Southern Province for example co-operation between Government and 
Missions was much better and the U.M.C.A. Bishop of Masasi praised the 
good relationship every year. But as several doctors and qualified 
nurses were employed by the Protestant and Roman Catholic Missions here, 
the quality of care delivered was completely different. Nevertheless 
there were reports from Provincial Headquarters complaining that the 
mission hospital buildings were not up to government standards as they 
were mostly constructed from temporary materials and with grass roofs. 
Permanent buildings came much later; in Newala in 1938 the corrugated 
iron roof of a new building was described by the dottor as "a most 
precious commodity as hitherto every drop of water had to be carried 
from the nearest well three miles away and entailed a climb of a thou-
sand feet from the bottom of the escarpment" (Blood,1962:74). Now 
rainwater could be collected from these roofs. 
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During those early days every centre where patients received in 
and out-patient care and where a European nursing sister was in-charge 
was called a hospital, and where an African was in-charge it was called 
a dispensary (Taylor,1965:39). 
The Protestant Mission brought more and more professionals into 
their medical work and of the 14 mission doctors working in the country 
in 1934, 12 were Protestants, half of them women (Richter11934:69). 
The increase in their medical work can best be demonstrated by the fig­
ures from the U.M.C.A. Diocese of Masasi. 
TABLE 3.2: MEDICAL ACTIVITIES OF THE U.M.C.A. DIOCESE OF MASASI IN 
1932 and 1939 
Doctors 
Nurses 
Afr ican Assistants 
Hospitals ( inc luding dispensaries 
with more than 20 beds) 
Dispensaries 
In-Patients 
Out-Patients (new) 
Out-Patients ( t o t a l ) 
1 
21 
104 
1932 
1 
10 
24 
5 
11 
,232 
,309 
,011 
3, 
35, 
178, 
1939 
2 
13 
40 
8 
17 
,687 
,117 
,723 
Medical work for the doctors consisted mostly of intensive 
travelling from one dispensary to another, some of them 50-80 miles' 
walking distance apart (ТауІог.І бБ^О). Working conditions of 
Government and of Mission medical officers alike left a lot to be 
desired. The following is the story of Dr. Chilton, working at Chunya 
in 1935: 
"I had a small grass hospital, the door of which was too narrow 
to take a stretcher. When a patient died during the night, we 
couldn't put the body in a mortuary as there was none, nor could 
we put it outside because hyaenas would eat it. And of course 
the other patients would not sleep with it. So they used to 
leave the body in state until morning, and move their own beds 
out into the night: an excellent system until the night a pride 
of lion strolled through the compound." (Clyde,1962:144). 
One of the missionaries' greatest difficulties was in convincing 
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the people that poligamy did not fit into the concept of the Christian 
Church. When one reads publications of thoáe days, one is struck by 
the numbers of young African men who were unable to comply with the 
forced monogamy rule of Christianity and were refused attendance at 
church because they had reverted to polygamy. 
The only way to convince the people that monogamy gave as many 
healthy children as polygamy was the introduction of maternity and in-
fant welfare work. A sufficient number of children surviving from a 
monogamous marriage would compensate for the renunciation of polygamy. 
(Oliver,1969:211). 
As Government was interested in this work as a means of reducing 
high infant mortality, the missions were able to get financial assist-
ance (see Chapter 3.3). In 1929 Government had 12 mother and child 
welfare clinics, at which 48,108 mothers and 70,718 children attended 
as against 100,403 mothers and 127,434 children at an unknown number of 
mission clinics (Annual Report Medical Department,1929). 
Training of African staff was the main occupation of the Protes-
tant Missions, and from the beginning they trained auxilliary staff on 
an individual basis. By 1917 most medical stations of the U.M.C.A. 
around Lake Nyasa were run by these auxilliaries, while the doctor of 
the Diocese and three nursing sisters travelled around and supervised 
their work (Blood,1957:127). In 1931 Minaki hospital started with the 
training of hospital assistants or dispensers (nowadays Medical Assist-
ants) in a four-year course. Dr. Mary Gibbons started with six 
students and in addition to training in medical matters, they were also 
prepared for a certificate of "religious knowledge and practice, so 
that they may help the soul as well as the body". (Blood,1962:13). 
The first nurses' training school started at Magila in the early thir-
ties, but the certificate issued there was not accepted by Government 
(Personal communication. Dr. L. Stirling). 
The first recognized nurses' training school started in 1936 at 
Lui indi and the certificate was accepted by Government in 1939. The 
African nurses were called nursing auxilliaries until 1943, when the 
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first Government certificate was issued. At several other places 
training centres were established by Protestant Missions. 
At Ndanda the Roman Catholic Mission started an African dis-
pensers' training course in 1936, given in the vernacular and lasting 
four years (Conference of the Ordinaries of Tanganyika,1936). At 
Sumve African girls were trained as nursing auxiliaries from 1937, and 
in 1940 one of them went to Mwanza to take a local examination from the 
Provincial Medical Officer, after which she received a certificate and 
was employed at Mwanza Government Hospital (Conseil Hospital Sumve, 
1940). 
The training of midwives was more difficult because of the 
strong belief in several areas that unmarried girls attending a birth 
would never be able to bear a child themselves. The Roman Catholic 
Missions had an extra handicap in the prohibition of Religious Sisters 
attending delivery (see Chapter 4). 
The first midwifery training was started in 1930 in Msalabam' by 
the U.M.C.A. (Blood.igeZíU). The first Swahili textbook on child care 
was written by Dr. Thecla Stinnesbeck of Ndanda in 1931. In 1936 she 
wrote one on midwifery. 
But of course training centres were not started only by the 
Missions. Government had already been training tribal dressers at 
their district hospitals, and had started a dispensers' course at Sewa 
Haji hospital in the early thirties. A Government officer, Dr. Chilton, 
wrote a Swahili book about parasitic diseases in 1935 (Clyde,1962:144). 
The Native Administration became involved in the training of a 
newly-created cadre, the tribal medical auxiliary (nowadays the rural 
medical aid). This new auxiliary was to fill the gap between the 
dispensers (with 3 to 4 years' training) and the tribal dressers (with 
3 months' training). Under supervision of the Provincial Medical 
Officer of the Western Region, schools for tribal medical auxiliaries 
were opened in 1935 in Mwanza, Bukoba and Musoma. This course lasted 
two years and the successful candidates were afterwards employed by the 
Native Administration. The one in Musoma was closed down again very 
soon, the one at Bukoba in 1941. 
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The bulk of the t r a i n i n g , however, was done by the Missions; at 
the end of the Second World War ihey were running eight t ra in ing 
schools (three f o r nurses and midwives, two fo r nurses, one fo r mid-
wives and three fo r hospi tal assistants or dispensers). 
The mission hospital depended on fees f o r services as the i r main 
source of income and consequently i t was d i f f i c u l t fo r most of them to 
make ends meet. Formerly medical treatment was mostly paid fo r in 
k ind, such as two cobs of maize for an out-pat ient attendance, but 
a f te r 1900 th is changed more and more to cash payment (Mihalyi ,1971:30). 
From old f i l e s at Sumve hospital can be learned that fees in 1935 were 
charged as fo l lows: 
Out-Pat ients: The chief and his family 3 / -
O f f i c i a l s and high people 2 / -
Ordinary people - /20 
In-Pat ients : 2 / - per admission up to a maximum 
of ten days, plus extra payment fo r 
special treatments 
Major Operations: For r ich people 30/ -
For ordinary people 10/-
The doctor at that time earned shs. 300/- per month, plus 10% of the 
monthly hospi tal income, which was probably not more than 300/- . The 
f i r s t doctor quick ly disappeared to the Geita gold mines, where he 
could get a salary twice as high. The Afr ican helpers in the hospital 
s tar ted wi th salar ies of shs. 4 / - to 10/- per month. 
Government, having abolished fees for people without employment, 
s t i l l had the system of grading of fees for pr ivate pat ients as fol lows 
(Sayers,1930): 
In-Pat ients : 
Missionaries and European o f f i c i a l s 4 / - to 10/- da i l y 
Non-European, Non-Native o f f i c i a l s 1 / - to 2 / - da i l y 
Af r ican o f f i c i a l s shs. - /50 da i ly 
European Non-of f ic ia ls 14/- to 20/- da i l y 
Asian Non-of f ic ia ls 2 / - to 7 / - da i l y 
Af r ican Non-of f ic ia ls (up to 14 days, 
thereaf ter f ree) 1 / - da i l y 
Out-Pat ients: 
No exact f igures ava i lab le , but between 
1 and 3 sh i l l i ngs per attendance. 
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From this can be seen that the fees charged at mission hospitals 
were not high compared with those charged at government hospitals; but 
for people with a monthly income of 5 shillings, even the small fee at 
a mission hospital was high. 
The Missions and Government worked well together before the War, 
and it can be said that, except for occasional quarrels about the 
quality of work performed, the atmosphere was fine. Co-operation was 
good at Kilimatinde where Government, not able to staff a hospital left 
by the Germans, asked the Church Missionary Society to staff and run it. 
This was done in 1928 and in 1931 the Director of Medical Services 
wrote, after a visit: "The efficiency of the settlement has enormously 
increased since they (the C.M.S.) took over, and their work is worthy 
of all support". (Zucchelli 1963:43). But friction slowly developed. 
Both Government and Church tried to gain recognition for the work they 
were doing. The Government needed recognition to build up the 
country's econonty; the missions needed it in the interest of religion 
(Beck,1970:87). 
Co-operation between the Missions and Native Authorities 
differed considerably from place to place. As both were working in 
the rural areas (central Government serving the administrative centres 
and towns) tempers were easily roused, many times because of the poor 
medical performance of the tribal dressers, but also because of the 
superior attitude of the missionaries. 
In the meantime co-operatior between the different Protestant 
doctors had started. In 1937 the first meeting of the Medical 
Committee of the Tanganyika Missionary Council was held, with the 
Deputy Director of the Government Medical Department attending (see 
3.2). 
The world depression of the thirties reduced the budget of the 
Government medical department enormously. While health expenditure 
in 1929 was £252,000 in 1936 it was only £186,000. The Missions 
experienced the same problems as they saw their financial support 
being reduced each year. 
During the 1939 meeting of government medical directors of the 
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East Af r ican Region a suggestion to impose fees fo r medical services was 
rejected because medical services were among the chief benef i ts the 
people of East Af r ica had been led to expect i n return fo r taxat ion 
(Beck,1970:130). 
The Second World War in 1940 brought wi th i t an even more 
serious set back fo r medical work in the Te r r i t o r y . Most Government 
doctors were seconded to the East Afr ican Forces and several Mission 
doctors of German or I t a l i a n na t iona l i t y were interned. The lack of 
proper i h ipp ing f a c i l i t i e s caused severe shortages of medical supplies 
in the country. There was no actual f i gh t i ng in Tanganyika, but the 
workload, already tremendous, had to be done mainly by Mission medical 
workers. 
A milestone was reached in the h is tory of medical work when in 
1940, the f i r s t Tanzanian doctor qua l i f i ed from Makerere Univers i ty , 
Uganda, being Dr. Mutahangawa of Bukoba (Clyde,1962:146). 
A f te r the War a new era of progress started and wi th i t a t r e -
mendous increase in manpower, material and money (see Table 3.1). 
However, the amount of money avai lable per pat ient attendance was no 
bet ter than in 1921, as was demonstrated by Dr. Sneath, the new 
Director of Medical Services. While in 1921, 11,658 in-pat ients and 
100,678 out-pat ients had been treated on a budget of £79,261, i n 1945, 
62,590 in -pat ien ts and 970,565 out-pat ients were treated on a budget of 
£364,306. On top of th is the Native Author i ty treated 1,367,864 
pat ients at t he i r dispensaries on a budget of £35,926 (Clyde,1962:155). 
The f i r s t government plan fo r medical services drawn up in 1945 
gave recognit ion to the place of the Missions in medical work by s t a r t -
ing a grants - in -a id scheme (see Chapter 3.2) . This was an important 
step, demonstrating that Government real ized i t s respons ib i l i t y fo r the 
medical care of the populat ion. Where Government was unable to provide 
s u f f i c i e n t medical care, the help of the Missions was sought and given 
f inanc ia l assistance. In th is way Government was also able to have 
more control over the mission medical services and to set standards. 
This plan also expressed the changing a t t i t ude of the colonia l 
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powers; the improvement of health became a part of the entire social 
welfare concept, including better education and nutrition (Beck,1970: 
202). This was an overall post-war development in the colonies, 
influenced by the National Health Service in England, public opinion, 
and the United Nations organization. 
But in 1947 the Colonial Secretary, Mr. A. Creeck Jones, 
announced that the Missions, though prominent in medicine in the past, 
did not any longer hold a position of prominence in the colonial 
medical services. He explained that it would be up to Government to 
assign the Missions the part they were to play in the hospital scheme. 
In the same year the Director of Medical Services stated that the 
basic difference between mission and government medical services was 
that Government used them as an item for "political expediency", just 
as the Missions used them for purposes of "spiritual expediency" (Beck, 
1970:167). 
A problem for the mission medical services was the deep anti-
religious feelings of several of the colonial administrators who tried 
to make the missions' medical work difficult. This coincided with the 
post-war trend of secularization and was yet another hindrance to the 
Missions' various conmunity activities. 
In 1946 a ten-year development plan for the medical department 
was introduced by Dr. Sneath. It provided for hospital expansion, 
municipal health services, and intra-territorial epidemiological re-
search. Public health was barely mentioned (Beck,1970:167). 
In 1949 Dr. E. Pridie, Chief Medical Advisor to the Colonial 
Office, reviewed the medical policy of Tanganyika, using most of the 
ideas of the Sneath plan. He advised that in principle most resources 
should be concentrated on curative services and that preventive ser-
vices should come after a proper curative system had been built up 
(Titmuss,1964:19). He suggested that government and native adminis-
tration dispensaries be placed under one organization. He urged the 
training of African staff, favoured the introduction of fees for 
hospital treatment, and recommended a decentralization of the medical 
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services (Beck,1970:162).* In 1950 a five-year medical plan was 
accepted by Government, based on the ideas of Pridie. 
A second plan (1956-1961) stressed the importance of rural 
health centres with their possibilities for curative and preventive 
health services and as a medium for health education at the village 
level. In this plan public health was given greater emphasis (Draft 
Plan,1956:2). 
The years after the war showed a huge increase in curative 
medical services of the country, both by government and missions. The 
increase in budget, the willingness of British doctors and nurses to 
come and work in the country, and the employment of African staff were 
the main reasons for the expansion on the side of Government. It was 
mainly the Roman Catholics who contributed to the expansion on the side 
of the Missions. 
This increase in medical services is demonstrated in Table 1, and 
is also clearly shown in the following figures on Maternal and Child 
Health Clinics. 
*Note: It is interesting that the decentralization and amalgamation of 
government and local authority dispensaries only took place in 
1972. 
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1955 
45 
7',514 
24 
86,493 
63 
68,841 
46 
29,580 
81 
100,513 
49 
91-, 780 
1961 
71 
48,667 
207,17Г 
69 
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229,C7' 
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257,405 
195 
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258,252 
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Source Annual Reports Medical Departmsnt 
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The efforts of the Missions in Maternal and Child Welfare work 
was not always appreciated; in 1947 the D.M.S. wrote in his Annual 
Report: "Stress is laid more upon the maternity side than on welfare." 
Leprosy work also increased greatly and in 1955 there were 15 
leprosaria in the country having accomodation for 5,335 patients. 
Only four of these were run by Government, the remainder by Missions. 
The first centre to care for mentally ill patients was opened by 
the U.M.C.A. Mission at Lutindi in the early twenties. Government 
opened a mental hospital at Dodoma in 1929, but this service was not 
expanded until after the War. 
Tuberculosis work was carried out at different mission and 
government hospitals. During the sixties comprehensive schemes in the 
Southern Province and around Lake Victoria were established (see 
Chapter 5). 
Training became more and more the field of the Missions and of 
the 12 training centres in 1955, eight were run by Missions and four by 
Government (two nurses' training centres, one for medical assistants, 
and one for R.M.A.'s). There were other training courses at the Dar­
es-Salaam hospital such as X-ray auxilliary, pharmacy assistant, and 
hospital steward courses. From 1952 the work of the nurses' training 
centres was co-ordinated with the establishment of a Nurses' and Mid-
wives' Council, with representatives from Government and Missions as 
members. Minimum requirements for the training centres, directives for 
examinations, and a new registration system with A and В registers were 
drawn up. In 1952 the Medical Practitioners' and Dentists' Ordinance 
was also passed. It allowed only qualified medical staff to initiate 
treatment. Para-medical staff were only allowed to treat patients 
when sufficient supervision by a doctor was possible. 
In the meantime it became more and more difficult for the 
Missions to maintain their standards without increasing fees. The 
following were the fees at Mvumi, Sumve, and Mkomaindo Mission hos­
pitals in 1959: 
At Mvumi -/20 was charged for an out-patient attendance; medicines 
were extra; injections were a minimum of shs. 1/-. 
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At Sumve shs. 2/- was charged for an out-patient attendance, including 
simple treatment; in-patient accomodation was 20/- for an adult and 
15/- for a child for an admission lasting not longer than 1.4 days; 
expensive drugs were extra; a Caesarian section cost shs. 100/-, a 
laparotomy the same; a cataract operation cost shs. 40/-. 
At Mkomaindo each new out-patient attendance (monthly) cost 1/-; ad-
mission was 10/-, and all extra's were charged "at the discretion of 
the staff"; a hernia operation cost shs. 15/-, a Caesarian section 
20/-. 
These are only examples of three hospitals. Fees depended 
greatly on the wealth of the hospital, the socio-economic conditions of 
the surrounding population, and the discretion of the person in charge 
of collecting the fees. Standard fees did not exist. 
Co-operation between the different mission doctors increased 
greatly, especially when the Roman Catholic doctors joined the Mission 
Medical Committee (M.M.C.) in 1947 (see Chapter 3.2). But misunder-
standing between Government and Missions increased more and more and at 
M.M.C, meetings complaints were received about adverse reports written 
by government doctors to the Ministry, without a copy to the doctor of 
the hospital concerned. Employment of personnel, dismissed by the 
Missions and immediately employed by Government or Local Authorities 
was also mentioned (M.M.C, meeting,1945). During the fifties the 
situation grew worse as Government wished to have more control over 
mission medical work but was not able to manage because the mission 
services doubled every ten years. Government wanted to lay down 
rules and to set standards, especially as they paid grants-in-aid. 
Missions preferred to keep their independent place in the medical 
service. They wanted to know what the future of their fast-increasing 
medical network would be, and were determined to get a recognized 
place in the overall medical service, (see Chapter 5). 
3.1.4 Independence (1961) 
As soon as Independence was achieved in 1961, a three-year development 
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plan (1961-1964) was drawn up. Medical development was given little 
attention in this plan with only 4% of the planning budget earmarked 
for health; most of the funds were invested in economic and education-
al development. Great emphasis was put on curative medical care, and 
nearly all in the urban areas. The aim of 1 bed per 1,000 population, 
already proposed in 1949, was again mentioned. The greatest achieve-
ment of the period - the opening of the School of Medicine in Dar-es-
Salaam in 1963 - was not even mentioned (MacDonald,1966:181). 
The new government needed a careful stock-taking in order to 
design a policy for the future. The medical department assigned this 
task to Dr. Richard Titmuss, who collected a group of five experts to 
form a Committee. Their terms of reference were as follows: "To 
examine the present organization of the medical services in Tanganyika, 
bearing in mind the desirability of close integration of government and 
the voluntary agencies'* health services and to recommend" 
following a list of five points, regarding curative and preventive care, 
training and finance. An extensive survey started in 1961 resulting 
in The Report of the Titmuss Committee in 1964. It gave a good invent-
ory of existing medical facilities and proposed policies to be followed 
in the future. 
In 1961 the following figures were collected by the Committee: 
Estimated population: 9,200,000; crude birth rate: 45 per 1,000; 
average expected age: 30-40 years; crude death rate: 25 per 1,000; 
growth: 2%; total expenditure on health per head of population: shs. 
10/- of which shs. 7/- was by Central Government. 
Voluntary Agencies input: 
about 43% of in-patient care in the country; 
hardly any influence in the Public Health Services except for 
ante-natal and child-welfare care; 
formed by more than 21 different denominations; 
*Note: After Independence, Missions were called Voluntary Agencies 
(V.A.'s) or Churches. 
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75% of the hospital beds were supported by grants; 
25% of the hospital beds were not grant supported; 
the major i ty of nurses' t ra in ing i ns t i t u t i ons were run by the 
V .A . ' s . 
Government hospi tals had grades of service from I to IV and fees ranged 
from shs. 50/- per i n -pa t ien t per day and shs. 20/- per out -pat ient 
attendance in Grade I to f ree treatment in Grade IV. Health expend-
i t u r e was estimated as fo l lows: 
TABLE 3.4: HEALTH EXPENDITURE IN 1961 
Govt. Recurrent Costs £2,395,000* 
Capital Costs £ 338,000 
Total - (= 8% of the to ta l Govt, budget) £2,733,000 
L.A.** Recurrent + Capital Costs £ 699,000 
Town Council Expenditure £ 102,000 
Total £ 801,000 
V.A. Grants received from the Central Government £ 160,000 
Estimated other expenditure £ 440,000 
Total £ 600,000 
Indus t r ia l (Occupational) Health: Estimated at £ 150,000 
•a l located as fo l lows : Headquarters admin. + suppl ies: 6% 
curat ive and spec ia l i s t 
services: 80% 
Preventive services: 5% 
Teaching: 2% 
Grants to V.A.: 7.5% 
Grants to pr ivate i n s t i t u t i o n s : 0.5% 
**L.A. Local Author i ty (Formerly the Native Admin is t ra t ion) . 
60 
TABLE 3.5: MEDICAL ATTENDANCES IN TANZANIA 1961 
In-Patients Out-Patients Ante-Natal Child Welfare 
( f i r s t a t t . ) C l i n i c C l i n i c 
( f i r s t a t t . ) ( f i r s t a t t . ) 
Government 
Local 
Author i ty 
Leprosaria 
(V.A.) 
Occupational 
Health 
160,941 
4,464 
39,085 
1,996,882 
6,506,263 
8,000 
679,689 
48,667 
68,601 
29,715 
52,635 
TABLE 3.6: MEDICAL FACILITIES IN TANZANIA 1961 
Govt. 
L.A. 
V.A. 
Occ.H. 
Lep. 
Hosp. 
52 
48 
Hosp. 
beds 
6,565 
4,724 
Health 
Centres 
2? 
H.C. 
beds 
450 
Disp. 
21 
715* 
239** 
Disp. 
beds 
466 
1,345 
3,636 
1,659 
Lepro­
saria 
19 
Lep. 
beds 
4,464 
A.N.C. 
71 
204 
137 
C.W.C. 
69 
195 
190 
divided into 350 grade A dispensaries and 365 grade В ones 
divided into 64 dispensaries with less than 20 beds and 175 with 
20 beds or more 
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TABLE 3 . 7 . MEDICAL MANPOWER IN TANZANIA 1961 
Government 
L.A. 
V.A. 
Private 
Not 
Practising 
140* 
81 
182**** 
149 
189** 
34 
60 
26 
368 
8 
Registered Licensed Medical Rural Medical Nurses 
Doctors Doctors Assistants Aids (R.M.A.) 
20 *  985*** 
500 
11 100 600 
* including 12 consultants; 17 were Afr icans, 45 working i n D.S.M. 
** 24 were seconded to the L.A. Health Centres 
*** 218 grade A nurses (S.R.N.), mostly expatr ia tes, and 767 grade В 
**** 66 working i n Dar-es-Salaam 
The fo l lowing recommendations were made by the Committee 
Assuming that - the population increase up to 1980 would be between 
2-2.3% per year, 
- the budget increase on Health would be 4% per yedr; 
- the planning should be long-term up to 1980 
The general recommendations were 
- a balanced development of the health services w i t h i n 
an overal l national p lan; 
- a closer i n t e g r a t i o n of services provided by Govt., 
L.A. and V.A., 
- a radical s h i f t from emphasis on curat ive (personal) 
services to emphasis on preventive (environmental) 
serv ices; 
- a separate but co-ordinated provis ion of those two 
kinds of services, the former to be provided by 
Central Government and the l a t t e r mainly by the 
L.A. 's, 
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- V.A. 's should concentrate on the provis ion of cur-
a t ive hospital care with some preventive a c t i v i t i e s . 
The dominating p r inc ip le was Un i f i ca t ion of the Medical Services. 
Several special recommendations were also made regarding health 
areas, health un i t s , hosp i ta ls , the charging of fees, environmental 
health serv ices, t ra in ing and s t a t i s t i c s . 
With regard to Voluntary Agencies the recommendation was that : 
- they should concentrate on the provis ion of hospitals 
and gradually withdraw from dispensary l e v e l ; 
- a special scheme for grants- in -a id should be 
i n i t i a t e d . 
In terest ing remarks were made such as: "We were impressed by the s ta te-
ments that were made to us about the reasons why many people, without 
re l ig ious a f f i l i a t i o n s to the par t i cu la r i n s t i t u t i o n , nevertheless seem-
ed to prefer to attend fee-charging V.A. hospitals and c l i n i c s . What 
was of v i t a l importance to them was to see the same person whom they 
knew and who knew them. They were looking for and valued the personal 
element in medical care. Secondly, there was an apparent preference 
for V.A. medical services in those areas where choice was possib le, in 
our views because of the generally greater s t a b i l i t y of t rained s t a f f 
i n such serv ices." 
From the recommendations of the Titmuss Committee and a Health 
Development Committee of 1963 the medical section of the First f i v e -
year Development Plan 1964-1969 was drawn up. I t was a long-term p lan, 
looking forward to 1980. The aim was"to improve the standard of 
health of the c i t i zens of Tanganyika through co-ordinated national 
health serv ice, u t i l i z i n g to the f u l l the f a c i l i t i e s made avai lable by 
the Min is t ry of Health, the local au tho r i t i es , and the voluntary and 
other agencies. In th is co-ordinated national health service an 
increasing emphasis w i l l be placed on the preventive aspects of med-
ic ine and on the urgent need to extend the health services in to the 
rura l areas." The p r i o r i t i e s of the plan were: 
a) an increase in l i f e expectancy from 35-40 years to about 50 years; 
b) an improvement of the rura l health serv ices; 
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c) a target on one bed f o r every 1,000 inhabi tants , equally d i s t r i b u t -
ed throughout the country; 
d) an increase in number of health centres, each.covering about 
50,000 inhab i tants ; 
e) an increase in number of dispensaries, only a f te r the approval of 
Regional Medical O f f i ce rs , in order to prevent overlapping; 
f ) an improvement and expansion of the t ra in ing of medical personnel; 
g) an improvement and expansion of preventive services and san i ta t ion ; 
h) an improvement of the nu t r i t i ona l status of the populat ion; 
i ) the establishment of three consultant hospitals (Tanga, Moshi, 
Mwanza); 
j ) comprehensive tuberculosis schemes for a l l regions; 
k) the establishment of an indus t r ia l health service. 
I t was clear that the new government had a completely d i f f e ren t 
a t t i t ude towards the churches medical work. The reasons were not com-
p le te ly c lear , but might have been due to the fo l low ing : 
F i r s t l y , a l l the new leaders of the nation had been trained in 
mission schools and appreciated the work of the Missions; 
Secondly, deeply-rooted an t i - r e l i g i ous feel ings were not ye t 
established in the minds of the young leaders; 
Th i rd l y , mission medical work was always praised because of i t s 
dedicat ion and personal care more or ientated towards the indiv idual 
pa t i en t , rather than Government's focus on the community as a whole. 
Four th ly , medical care became a fundamental r i gh t and a social 
ob l iga t ion of the community, and the new Government was only able to 
provide th is service by recognizing the churches' con t r ibu t ion . 
Church medical work became recognized as an in tegra l part of the 
country's serv ice. This was also expressed in a new grants- in -a id 
scheme (see Chapter 3.3) . 
In tegrat ion was the leading theme and th is wish from Government 
received a pos i t i ve response from the Churches. The change in ph i lo -
sophy towards church medical work had al tered the a t t i t ude of the 
Churches (see Chapter 4) . 
In the meantime the Roman Catholic Church had expanded i t s 
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medical services tremendously. Having had very few professional 
workers before World War II, in 1961 they administered nearly half of 
all church medical services. In total they had 23 general hospitals 
with 34 doctors caring for 2,176 beds, 66 maternity units with 334 beds, 
74 bedded dispensaries with 518 beds, 7 T.B.C, units with 140 beds, 5 
leprosaria with 530 beds, 85 non-bedded dispensaries and 7 training 
centres (4 for nurses, 2 for midwives and 1 for rural medical aids). 
(T.E.C. Report,1961). This increase generally occurred by expanding 
existing dispensaries and out-patient clinics, but also complete new 
hospitals were built. Between 1968 and 1969 only, six new hospitals 
were opened by the Roman Catholic Church (Ikonda, Huruma, Turiani, 
Ndala, Korogwe and Mugana), against one by the Protestant Church 
(Bulongwa). (Annual Report Ministry of Health,1968/69). 
The Protestant churches had approximately an equal share in the 
total medical service of the country. They were slow to increase 
their facilities, however, placing more emphasis on improvement of 
existing services. 
In 1969 it became clear that the First Five-Year Development 
Plan had been only partly implemented. The main reasons for the 
partial failure of this plan (besides those mentioned on page 26) 
were: 
i) the low political priority for health (only 8% of the capital 
and 6.5% of the recurrent expenditure budgets were reserved for 
health); 
ii) poor planning (only 173! of the capital and 553Í of the recurrent 
expenditure budgets for health were spent); 
iii) a population increase of 2.7% instead of the expected 2.2%; 
iv) too much emphasis on curative medical services; 
v) too much emphasis on urban areas; 
vi) not enough attention to the rural health centre plan. 
But goals such as the following were achieved: 
i) one bed for every 1,000 inhabitants (from about 11,000 in 1964 
to 15,971 in 1969, although not yet equally distributed); 
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i i ) increase in number of dispensaries of local and central govern-
ment from (1,039 in 1964 to 1,356 in 1969); 
i i i ) the three consultant hospitals were under' construct ion; 
i v ) a successful W.H.O. smallpox-eradication campaign was conducted; 
v) comprehensive tuberculosis schemes were established in the Lake 
Provinces and in the South; 
v i ) various leprosy control schemes were establ ished; 
v i i ) expansion of the t ra in ing of medical personnel; 
v i i i ) i n i t i a t i o n of the in tegrat ion of church and government services 
( f i v e designated d i s t r i c t hospi ta ls ; ) (see Chapter 5 ) ; 
i x ) i n i t i a t i o n of indus t r ia l health services ( i n Dar-es-Salaam on ly ) ; 
x) overa l l growth of health services (see Table 3.1) . 
The Churches were ac t ive ly assist ing Government in i t s aim to 
organize a more equally d is t r ibu ted health-care system in the country. 
The need fo r more t ra ined s t a f f was recognized by Government as the 
only way to improve serv ices, but i t was up to the churches to implement 
most of the t r a i n i ng . In 1965 the churches were running 16 Nurses' 
Training Centres against none run by Government and three V i l lage Mid-
wi fery Training Centres against seven run by Government. They also 
had one Rural Medical Aid Training Centre against two run by Government, 
and one Medical Assistants ' Training Centre against none by Government. 
By 1969 the Churches had the same number of doctors and hospital 
beds as Government. But only 20% of the country's out -pat ient and 37% 
of i t s admissions were attended by church medical workers (van Amels-
voort,1970). I t was clear that the capacity of the church hospitals 
was u t i l i z e d to a lesser extent than the government hospi ta ls . The 
charging of fees i n church hospitals was pa r t l y responsible and perhaps 
there was also a di f ference in qua l i t y of care. But these f igures 
indicate that church medical services were not as easi ly avai lable to 
the community as were government services. 
In addi t ion to the f igures set out i n Table 3 . 1 , the fo l lowing 
f igures showing Protestant and Roman Catholic medical services were 
assembled: 
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TABLE 3.8: DIVISION OF CHURCH HEALTH SERVICES IN TANZANIA IN 1969 
Protestants Roman Catholics Total 
No. of hospitals 
No. of hospital beds 
No. of in-pat ients 
No. of out-pat ients 
No. of doctors (Expatr iate) 
No. of doctors (Afr ican) 
No. of bedded dispensaries 
No. of non-bedded disp. 
Total disp. attendances 
No. of maternity uni ts 
Total maternity attendances 
No. of leprosy settlements 
Total leprosy attendances 
No. of students in t r a i n i n g : 
Nurses 
Midwives 
V i l lage midwives 
Rural Medical Aids 
Lab. A u x i l l i a r i e s 
Med. Assistants 
No. of t ra in ing centres 
34 
4,064 
85,778 
945,544 
52 
10 
48 
56 
1,166,817 
35 
32,819 
49 
11,431 
550 
31 
63 
-
13 
62 
17 
28 
4,061 
78,762 
1,484,708 
42 
2 
46 
45 
1,090,763 
38 
37,251 
45 
34,201 
361 
28 
-
38 
6 
-
12 
62 
8,125 
164,540 
2,430,252 
94 
12 
94 
101 
2,257,580 
73 
70,070 
94 
45,632 
911 
59 
63 
38 
19 
62 
29 
(These figures are a combination of government and T.C.M.A. statistics) 
In 1969 the Second Five-Year Development Plan was launched. This 
plan was very much influenced by the Arusha Declaration of 1967. For 
health the principle objectives were: "to bring about a society of 
healthy Tanzanians, in which the individual has a reasonable prospect of 
survival through childhood and normal adult years, free from incubus of 
infestation of preventable disorders and able to obtain medical aid when 
he needs it. These objectives will be pursued through a co-ordinated 
and increasingly integrated national health service, utilizing to the 
full the facilities made available by the Central Government, the local 
authorities, and the voluntary and other agencies." 
Much emphasis was put on the development of preventive and rural 
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health services as well as on t ra in ing . 
The Plan was divided in to three par ts , each wi th i t s p r i o r i t i e s : 
1) The public health programmes wi th seven in te r - re la ted p r i o r i t i e s : 
a) rura l health services wi th emphasis on -
- rura l health centres, becoming the f u l l f inanc ia l respons-
i b i l i t y of the government; 
- mobile services where health centres were not ye t es tab l ish-
ed; 
b) n u t r i t i o n serv ices, especial ly fo r ch i l d ren ; 
c) environmental san i ta t i on , especial ly water suppl ies; 
d) maternal and ch i ld heal th; 
e) communicable diseases con t ro l , especial ly smallpox and sleeping 
sickness, and the d isab i l i t y -caus ing diseases such as leprosy 
and tuberculos is ; 
f ) health education; 
g) occupational heal th. 
2) The hospital services. The ultimate objective was a complete 
integration of government and non-government health services under 
a United Medical Service. 
The main priorities were: 
a) in principle no further extension but improvement of regional 
and district hospitals; 
b) establishment of psychiatric services at regional level; 
c) completion of the consultant hospitals. 
3) Training programmes. The general object ive of the f i r s t p lan, the 
achievement of se l f - su f f i c iency i n manpower by 1980 was s t i l l 
v a l i d . Not only was an increase in trained personnel stressed, 
but also improvement in e f f ic iency of the s t a f f already employed. 
This was to be done by means of refresher courses, seminars and 
in-serv ice t ra in ing programmes. 
The cadres wi th the greatest p r i o r i t y were: 
a) the medical p rac t i t ioners (only 20% of the prac t i t ioners in the 
country were Tanzanians); 
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b) Assistant Medical Officers (about Θ0 employed), Medical Assis­
tants (234 employed) and R.M.A.'s (about 460 employed), 
c) Nurses (2,302 employed) (about 902! of the training done by the 
churches). 
d) Laboratory staff and hospital administrative staff, 
e) Village medical helpers, a new cadre. They should serve the 
village on self-help basis. 
TABLE 3.9. GOVERNMENT EXPENDITURE ON HEALTH IN TANZANIA (1963-1974) 
(in millions of shillings) 
1963-1964 1964 1965 1966 1967 1968 1969* 
Capital Exp. 
Recurrent Exp. 
Total Exp. 
3.1 
52.6 
55.7 
1.6 
53.0 
54.6 
2.5 
60.7 
63.2 
1.3 
61.6 
62.9 
7.6 
66 7 
74.3 
6.2 
68 4 
74 6 
14.7 
97.0 
111 0 
1970 1971 1972 1973-1974** 
Capital Exp. 
Recurrent Exp. 
Total Exp. 
15.9 
115.6 
131.5 
3.8 
154.3 
158.1 
13.0 
151.9 
164.9 
58.0 
205.6 
263.6 
* The great increase in expenditure between 1968 and 1969 can be 
explained by the fact that the costs for the Local Authority 
dispensaries were now included in the health budget instead of 
in the budget for rural development. 
** Approved estimates. 
In 1968 an agreement between Tanzania and the Republic of China 
was signed for the employment of 80 Chinese doctors, especially for 
work in rural areas. At the moment these medical workers are working 
in groups in different districts. 
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Since 1969 many Asian pr ivate prac t i t ioners have l e f t the 
country because of economic res t r i c t i ons by the government. The 
number of pr ivate prac t i t ioners dropped from 214 in 1968 to 91 in 
1971. 
The implementation of th is plan was s t i l l open to much c r i t i c i s m , 
notably by Dr. M. Segall in 1972 in an a r t i c l e in The standard. He 
calculated that 16 times more money was spent on curat ive than on 
preventive services (80% and 5% respect ive ly ) , that most services were 
concentrated on the urban populat ion, especial ly in Dar-es-Salaam 
where the Muhimbili Hospital took 16% of the curat ive medical budget, 
caring for only 2% of the population. 
The o r ien ta t ion of th is Second Five-Year Plan was redirected 
a f te r the personal in tervent ion by President Nyerere: 
- the t ra in ing of medical prac t i t ioners received less p r i o r i t y ; 
- the t ra in ing of rura l medical aids was given very high p r i o r i t y and 
12 instead of four R.M.A. schools were planned; 
- the health centre programe was accelerated by the in t roduct ion of 
a cheaper bu i ld ing p lan ; 
- t r ad i t i ona l medical care was included in the health services; 
- more emphasis on health ( i n 1973, 8.5% of the to ta l national expend-
i t u r e ) . 
Emphasis on developing the rural areas, on a u x i l l i a r y medical 
t ra in ing and on more preventive services became v i s i b l e in the a l l oc -
at ion of funds and in the whole administrat ive system. The emphasis 
on t ra in ing was expressed in the 1973-1974 budget. Of the recurrent 
expenditure budget 4.8% was earmarked for t ra in ing as against 3.3% in 
1972-1973. Of the development budget 48% went to t ra in ing whereas i t 
was only 13% in 1971-1972. Of the 1973-1974 development budget, only 
15% was earmarked for hospitals (Gish,1973). The remainder went to 
the establishment of Rural Health Centres, designed for more preventive 
funct ions. The emphasis on preventive services was less apparent in 
the recurrent expenditures. I t increased from 3.7% in 1971-1972 to 
4.4% in 1972-1973 and 4.7% in 1973-1974. 
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With the introduction of decentralization in 1972 (see Chapter 2) 
the regions were able to arrange their own administration, finance, 
personnel distribution and planning. In the medical field it meant a 
complete take-over of all district council dispensaries by Central 
Government, an allocation of resources per region, and the possibility 
for planning health services at local levels. Central Government has 
remained responsible for training, for the national hospitals, and for 
ancillary medical services. Furthermore it retained its responsibility 
to formulate national health plans and policies and to guide the devel-
opment of the health services in the country. This move was aimed at 
better care for the rural population. The increase in Rural Health 
Centres from 87 in 1969 to 135 in 1973 is an indication of its success. 
The introduction of a new cadre, the village medical helper, is 
again an indication of the focus on help for the rural areas. These 
grass-root medical workers are trained in government and church hos-
pitals for 3-6 months, after being selected by their village community. 
Equipped with a first aid kit and a few medicines such as nivaquine, 
aspirin and various ointments, they return to their village. They are 
primarily trained for work in Ujamaa villages and treat their fellow-
villagers free-of-charge. Their work contribution is considered equal 
to communal farming activities, and they share equally in the profits 
of the village. Their medicines are paid by Government, while their 
training hospital supervises them. They are also supposed to give 
hygiene education and to participate in local public health schemes. 
Another move towards rural health care is the Mobile Public 
Health Team. These teams have been promoted by Government since 1970 
and aim at bringing health services into the homes of the people. They 
aim at the following results (van Etten,1971): 
- an integrated nealth care at village level; 
- a fairer distribution of the health services; 
- more involvement of all levels of medical staff in both curative and 
preventive medicine; 
- the creation of an interdisciplinary cormunal approach; 
- further integration of church medical services into the national 
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health serv.ices. 
Since 1972 special allocations have been given to each District Hospital 
to run these teams. 
In April 1973 the "Mtu ni Afya" (Man should be Healthy) campaign 
was launched. It was a joint effort between the Ministry of Health and 
the Ministry of National Education, whose primary aim it was that vill-
agers should be supplied with reading material to improve their skills 
in literacy. It started with seminars for 75,000 study groups with 
booklets on different health subjects, posters etc. Then radio pro-
grammes were introduced with reading sessions of the booklets. In all 
two million people took part at a cost of shs. 1/40 per participant, 
paid for by foreign aid. 
The most recent development is the intention of the Ministry to 
train Maternal and Child Health Aids. (M.C.H. - aids). They will re-
place the present village midwife and will receive a practical training 
of one and a half years (including six months of practical field train-
ing). It is intended that 19 M.C.H. - aid schools will train this 
cadre, and that they will work at a grass-root level, alongside the dis-
pensary staff and the village medical helper. 
The planning up until 1980 gives priority to the health centres 
and dispensaries over hospitals. By 1980 the country should have 
1,200 M.A.'s, 2,500 R.M.A.'s, 2,500 M.C.H. - aids and 800 health 
auxiliaries (rural sanitarians). This rural medical army, supplemented 
by thousands of village medical helpers, should be able to give Tanzania 
a healthy rural community. At the end of 1975, 19 M.C.H. - aid train-
ing schools will have been opened, and by that time also a total of 16 
R.M.A. schools will function. While in 1972 there were only 5 R.M.A. 
schools with an intake of 146 pupils and an output of 40, in 1974 there 
were already 10 such schools with an intake of 560 pupils and a yearly 
output of 85. (Budget Speech, Minister of Health,July 1974). 
Government is working hard to get a real community health care 
system. The commitment to establish a health service in accordance 
with the socialist policy of the country is clear. Several developed 
countries (Sweden, Denmark, Finland and The Netherlands) have helped 
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generously to implement this. 
The churches have also felt this commitment and are at present 
actively involved in the process of implementing a real community health 
care system (see Chapter 5). 
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3.2 THE MISSION MEDICAL COMMITTEE, THE TANZANIA CHRISTIAN MEDICAL 
ASSOCIATION, AND THE CHRISTIAN MEDICAL BOARD OF TANZANIA 
As the medical work of the missions increased during the thirties, the 
need for co-operation and a professional interchange of ideas was felt 
more and more by the Mission doctors. 
In 1936 representatives from the Government Medical Department 
were invited by the Tanganyika Missionary Council (the organization of 
protestant missions in the country), to attend a meeting with their 
mission doctors in July 1937. The intention was to form a medical 
missionary committee, which should examine the means by which over­
lapping of medical services could be avoided as far as possible, and 
personnel and funds used to the best advantage of the population 
(Annual Report Medical Department,1936). 
On 16th September 1937 this meeting was convened with seven of 
the 13 protestant doctors working in the country, and the Deputy Direct­
or of Medical Services from Government attending. A committee was 
formed: Medical Committee of the Tanganyika Missionary Council. The 
main discussion points were the relationship and co-operation between 
Government and Missions. The first secretary of the Committee was 
Dr. Mary Gibbons, now enjoying her retirement in England at the mature 
age of over Θ0 years. Her colleague and companion of those early days, 
Dr. Frances Taylor, is also enjoying her retirement in England. 
In 1938 a second meeting was held with 15 mission doctors from 
Protestant denominations and several government representatives. 
Due to the War no other meetings could be held until 1945 when, 
in October a meeting was convened attended by five mission doctors, 
three Protestant Bishops, and the Director of Medical Services. A new 
name "Medical Missionary Coimiittee" was chosen, and it was agreed that 
any Mission doing medical work in the Territory and having a medical 
practitioner employed should be allowed to send one or more represent­
atives to the meetings. 
From 1945 onwards a meeting was held annually, and in 1947 the 
Roman Catholics joined. In the same year the name was changed again 
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and Mission Medical Committee (M.M.C.) was chosen. The functions of 
the Committee were as follows: 
- to deal with government on purely professional and technical matters; 
- to deal with medical policy only as far as it affects technical 
matters; 
- to organize clinical discussions. 
The following regulations were agreed upon: 
- each mission could send one registered medical practitioner, except 
in cases where more than one area was served by that mission; 
- matters affecting mission medical policy should be discussed at 
meetings with the heads of the missions present as full members; 
- minutes to be sent to each head of mission and to the Secretary of 
the Tanganyika Missionary Council; 
- membership subscription of shs. 5/- per representative; 
- a pooling of travelling expenses for the annual meetings. 
A Grants-in-Aid Advisory Comnittee was created by the Director of 
Medical Services (D.M.S.) and started to function in 1946 and its 
mission members were all recruited from the M.M.C, (see Chapter 3.2). 
In 1952 the D.M.S. officially recognized the committee "as rep-
resentative of all mission medical opinion in Tanganyika" (D.M.S.' 
letter no. 1283/1/467, read at the 1952 annual meeting). 
This official recognition was necessary as misunderstandings 
between government and the missions grew; at least some of the problems 
could be solved by this master-organization. During these years the 
D.M.S. was heavily attacked at the M.M.C, annual meetings, but when the 
group of doctors grew bigger and bigger, the effect of these attacks 
became less and less. The need for a smaller comnittee to defend the 
Missions' views on Government rulings was apparent. 
In 1956 a Select Committee was set up with the approval of the 
Christian Council of Tanganyika (C.C.T.) (the former Tanganyika Mission-
ary Council) and the Conference of Catholic Bishops (the later T.E.C.). 
Six doctors were elected from the M.M.C, to sit in this Committee and 
two members were nominated, one by the C.C.T. and one by the Bishops' 
Conference. 
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The activities from this Coimittee consisted mainly of negot­
iations with Government and a mobilizing of public opinion in favour of 
the missions. When, in 1959, two mission doctors, Dr. L. Stirling and 
Dr. W. Hannah, were elected members of the Legislative Council.the voice 
of the Select Committee was hardly needed any more. It decided to 
dissolve itself and this was accepted at the next M.M.C, meeting 
At the same meeting a new Committee was established, it was the 
Executive Committee which could deal with urgent natters during the year 
and could act quickly, being a small body. It consisted of five 
members, including the secretary of M.M С and at least one member of 
the Grants-in-Aid Advisory Committee. 
There appeared to be misunderstanding between the Protestants and 
Roman Catholics in M.M.C, because in 1954 the fast-growing Roman 
Catholic Group of Doctors decided to start its own Catholic Medical 
Mission Committee. They formed a kind of pressure group within the 
M.M С and met one day before the annual meetings of M.M С It was 
recorded in the minutes that one of the representatives of the Grants-
in-Aid Advisory Committee should be a Roman Catholic, this candidate to 
be nominated by the Catholic Medical Mission Committee and accepted by 
the M.M.C. 
In 1959 out of this Catholic Mission Medical Committee a new 
organization was created, the Tanganyika Catholic Health Organization 
(T.C.H.O.) uniting all Roman Catholic doctors in the country. The 
Catholic Bishops expressed their satisfaction about this in their 1960 
annual conference and hoped that T.C H.O. would be more efficient than 
M.M.C, in trying to change the policy of Government. At the same con­
ference a complaint by the T.C.H.O. about the danger of medical practice 
by unqualified people was accepted, and it was agreed that this should 
cease immediately. It had taken 75 years to come to this conclusion, 
and can be seen as an achievement of the T.C.H 0. 
At the time of Independence there were three missions in the 
country, engaged in medical work and employing a doctor, without member­
ship in the M M.C. As there were so few it was decided by M M С 
members to approach the Missions concerned (Mbeya, Tukuyu and Nkinga). 
By 1963 all had joined the M M.C. 
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In 1962 a new secretary was elected to the M.M.C., Dr. Eleonora 
Schroeder, also at that time secretary of the T.C.H.O. She had been 
secretary of the medical department of the Tanzania Episcopal Conference 
(T.E.C.) since 1957. The T.E.C, allowed her to use her time, office 
and clerical assistance from the medical department for M.M.C, activ-
ities. She succeeded Dr. Marion Philips, now Mrs. Bartlett, who had 
been secretary of M.M.C, from 1951 to 1962 and who, with never-ceasing 
enthusiasm, had fostered the spirit of co-operation in the M.M.C. 
In 1965 it was decided to change the name of the M.M.C, because 
the word "Mission" hardly fitted the concept of a free country with 
independent Churches, having incorporated all missionary workers within 
their ranks. The name of M.M.C, was replaced by the Tanzania Christian 
Medical Association (T.C.M.A.). Like M.M.C, it remained an officially 
registered and recognized independent organization of doctors, accepted 
by the C.C.T. and the T.E.C, as their spokesman on medical matters. 
However, as it had no mandate,its decisions were not officially binding. 
A time of good understanding and co-operation with Government 
followed (see Chapter 5). Official recognition by the new Minister of 
Health in 1963 of the church medical services' integral place in the 
overall medical services of the country, and the publication of the new 
Grants-in-Aid regulations in the same year were highlights for the 
medical workers. 
Despite some minor disagreements, co-operation between government 
and the church medical workers has continued to be good due mainly to 
the attitude of Government with its policy of co-operation. 
The Roman Catholic membership in the T.C.M.A. increased, repre-
senting in 1969 nearly 40% of the total of 94 doctors. They continued 
to maintain their own organization, the T.C.H.O., and the secretary of 
both organizations was one and the same. The Protestant Church 
organization, the C.C.T., was not pleased with the way it was represent-
ed in negotiations with Government and wanted equal representation. 
It also became accepted that the heads of the churches, and not the 
doctors-in-charge, should have the ultimate authority. That the 
church leaders were nearly all Tanzanians, while T.C.M.A. members were 
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mostly expatriates, contributed to an increase in tension, especially 
from within the Lutheran Church. 
In 1971 it was decided to place all matters of medical policy and 
negotiations with Government in the hands of a board, consisting of 
representatives from T.C.M.A., C.C.T. and T.E.C. The Christian Medical 
Board of Tanzania (C.M.B.T.) was established in 1972 with four menbers 
from each organization; it became the new co-ordinating body with 
executive authority on matters of policy and decisions. 
The T.C.H.O. was then dissolved as the Catholic doctors in the 
country no longer felt the need for a separate organization. 
In 1971, Dr. Ursula Hay became the new secretary of T.C.M Α., 
being the fifth strong lady to play such an important role in the medic­
al work of Tanzania. Since 1972 she has also been the secretary of the 
C.M.B.T. 
The T.C.M.A. remained an organization of church doctors for 
purely professional purposes. 
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3.3 THE GRANTS-IN-AID SCHEME 
Following the example of the Education Department, the Medical Depart-
ment of the B r i t i s h Colonial Government star ted in 1927 to give grants-
in -a id to the Missions. In contrast wi th mission education work, which 
was considered an in tegra l part of government's educational service and 
hence, from 1926, generously aided,the grants fo r medical work were 
nominal. They were given only to missions for ass is t ing Government in 
preventive a c t i v i t i e s such as ch i ld-wel fare and leprosy work. There 
was no reasoning behind i t except that i t was an appreciat ion of the 
Missions' e f fo r t s in Public Health. 
In 1927 the Director of Medical Services informed the missionary 
bodies, by c i r c u l a r , that they could apply fo r grants fo r leprosy work 
not exceeding £100 per treatment centre. This money was received from 
the B r i t i sh Empire Leprosy Rel ief Association (B.E.L.R.A.) and d i s -
t r ibu ted via the medical department. Before 1927 some leprosy centres 
had already received grants from the same associat ion, but th is new 
o f fe r made funds avai lable to a l l mission hospi ta ls . 
In 1929 grants were given by Government fo r Maternal and Child 
Welfare work. The C.M.S. and the Af r ica Inland Mission together 
received £1,650 that year fo r th is work. Later on the Lutheran Church 
was included. Every year since the amount of such grants is mentioned 
in the Annual Report of the Medical Department, and in 1931 a special 
chapter "Assistance to Medical Missions" was introduced. For leprosy 
work i t has been around £1,500 and fo r Maternal and Chi ld Welfare work 
between £1,000 and £2,000 year ly . Sometimes grants fo r work with 
mentally i l l pat ients were given to the Lutheran Mission which super-
vised Lut indi Mental Hospi ta l . In 1930 grants t o t a l l i n g £1,050 were 
given to the Church Missionary Society for the i r preventive work, per-
formed by a t ra ined health v i s i t o r ; but i t is unknown how many years 
th is was continued. 
A l l these grants were fo r preventive a c t i v i t i e s or public health 
services. Curative services were not grant-aided as Government did 
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not accept responsibility for the individual health care of the popul-
ation. This was regarded as charity work to be left to the Missions. 
Only when public health was affected did Government accept its respons-
ibility. 
As in education. Government accepted its responsibility for 
medical education, and as soon as this was established it became 
eligible for grants-in-aid. 
In 1939 Lui indi received financial assistance from Government for 
its Nurses' Training School (Blood,1962:193) and in 1943 all nurses' 
training schools recognized by Government received a bonus of £50 for 
each student qualifying. An extra grant was given during the first 
three years, to overcome this period without qualifying students, and 
to stimulate the Missions to start new schools. 
Occasionally the Native Administration gave financial assistance 
to mission medical work, mostly for rural dispensaries situated in 
places where they filled a gap in the Administrations' rural medical 
system. Hospitals got financial support from time to time, on top of 
their Government grants, to secure free treatment for all N.A. officials 
of that area. 
In 1945 the M.M.C, asked the Ministry of Health to consider a 
grants-in-aid scheme with possibilities for staff grants and capital 
grants. The idea was accepted, but only for staff grants, and the 
first "Medical Grants-in-Aid to Missions Regulations" were published in 
July 1946 (see Table 3.10). During that year a total of £8,700 was 
paid to the Missions, including £750 for the three recognized nurses' 
training schools in the country (Annual Report Medical Department,1946). 
During the same year a Grants-in-Aid Advisory Committee was est-
ablished consisting of three members of the M.M.C, nominated by Govern-
ment and two representatives from the Medical Department. The task of 
this Committee was to advise the Ministry on the distribution of thi 
Grants-in-Aid. 
The Committee met for the first time in 1947 and in his opening 
speech the D.M.S., Dr. Sneath, spoke of the failure of Government to 
collaborate with Missions in the medical field. He expected this to 
81 
improve in future as both were working to an identical goal. 
In 1948 the regulations were revised and in 1949 special Training 
Grants-in-Aid Regulations were issued (see Table 3.10). 
Following the advice of the Salaries Commission, Government 
decided in 1948 to raise the salaries of their employees considerably. 
Some African cadres got increases of 200-300%. This created great un-
rest among the Missions as they had to follow suit or face the possibil-
ity of losing their qualified staff to Government. In educational work 
the salary increases were no problem as Government subsidized them by 
95%; but in medical work, grants were at a flat rate (see Table 3.10). 
Lots of correspondence about this can be found, but Government refused 
a percentage principle and was only willing to increase the flat rate 
marginally. The reason given was that mission medical work, unlike 
mission education work, was regarded as temporary because eventually all 
medical services would be supplied by Government, as in the recently 
established National Health Service in the United Kingdom. 
Three years later, in 1951, the same upheaval occurred when Gov-
ernment announced, without any previous warning, that a cost-of-living 
allowance of 15% would be paid to all Government employees. Again the 
mission educational services were compensated, while the mission medical 
services would receive nothing if they followed this increase in salary. 
The consequence was that several Missions were not able to pay 
higher salaries to their staff and there existed a discrepancy in 
salaries between mission and government medical workers. This culmin-
ated in 1958 in a mass resignation of the entire trained staff (5 med-
ical assistants and 12 trained nurses) from a hospital with a Medical 
Assistants' Training School. All took employment in government ser-
vice. 
Complaints from the Missions were answered by the D.M.S. in his 
circular of 14th January 1952, in which he explained: "It is the in-
tention of Government to develop its own medical services throughout 
the Territory, but it will be many years before Government can provide 
comparable medical services in all the areas now served by the Missions. 
In the meantime Government will continue to subsidize such mission 
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medical work." (Memorandum 1283/1/503). Positive in this statement was 
the acceptance of Government that it was responsible for the medical 
services of the country. Negative was its view that mission medical 
work should only be seen as temporary help. Dissatisfaction from the 
different churches after this statement was great, and the Standing 
Committee of the Roman Catholic Bishops wrote to the D.M.S. that they 
were not pleased to be considered as "efficient baby-sitters until 
Government could take care of the baby itself." 
The Grants-in-Aid Advisory Committee changed its name in 1952 to 
"Mission Medical Advisory Committee"; it also changed its composition. 
Government had three representatives, the Missions four, nominated by 
M.M.C.; the Native Administration was also included with one represent-
ative. The Committee was officially gazetted in 1952 and the terms of 
reference were: "to advise the D.M.S. on all matters relating to or 
affecting the medical work of Missions in the Territory." 
In 1954 the Government financial year was changed and started in 
July, instead of January. It was agreed that grants would be paid half 
yearly instead of yearly on the basis of nominal rolls. 
The third huge increase in salaries for government employees came 
in 1955, and again the medical missions suffered. The educational 
department had agreed to pay 100% of the African qualified staff sal-
aries, but the medical department maintained its fixed grant system. 
New regulations were issued the same year (see Table 3.10), giving an 
increase in financial help and compensating for a great deal of the in-
crease in salaries. 
These 1955 Regulations, in which bed-grants (officiaTly: hos-
pital additional grants) were included, were a great step forward in the 
medical grants-in-aid system of the country, but still the possibility 
of capital grants was not included. This was brought to the attention 
of the D.M.S. in the 1955 Mission Medical Advisory Committee meeting, 
but he replied that it would be unlikely that capital grants would be 
considered during the coming five years. In fact it has never yet been 
implemented. New in these 1955 Regulations was the condition that 
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Government officials should get free treatment in grant-aided mission 
medical institutions. 
With independence, when the attitude of Government changed and 
public opinion had a say in policy, the chance for the Missions to get 
a more reasonable grants system had come. Dr. Leader Stirling, Chair­
man of the M M С. and Member of Parliament, took advantage of the 
change in attitude and in a brilliant speech to Parliament in 1962 
pleaded for a more reasonable share of the medical departments' budget 
for the Missions. He explained that 50% of the hospital services were 
maintained by the Missions which were getting only a 7* share of the 
medical budget 
Government took immediate action and new regulations were issued 
in 1963, based on the percentage principle for African staff salaries 
(see Table 3.10). A sliding scale was introduced for European nursing 
staff, reducing the grants percentage every year by 20%. After five 
years European nursing staff would no longer receive grants. This was 
not good news for the Missions, but it was compensated for by the fact 
that at least mission medical work was now considered by Government as 
an integral part of the medical work in the country. The sliding scale 
proposal was only carried out until 1968 when it was abolished by Gov­
ernment, accepting the fact that European nursing staff would still be 
needed in the coming years (circular from T.C.M.A. of 20-2-1968). 
The name of the Mission Medical Advisory Committee reverted to 
the Grants-in-aid Advisory Committee after independence. 
The introduction of the Designated District Hospitals (see Chap­
ter 5) increased the grants by another £49,500 in 1965 (see Table 3.11). 
With the process of integration the amounts increased as it was the aim 
of Government to have free medical care available in each district. 
As the number of districts regularly increased, the need for more free 
treatment hospitals also became greater. 
If free medical care was not possible, the aim of the grants was 
to reduce the patients' fees as much as possible as it was fitting in 
the Government's policy of socialism. In 1969 the Chief Medical 
Officer complained that some Missions used the grants to reduce the 
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f i nanc ia l help from overseas instead of reducing the pat ients ' fees. 
In the same year the grants - in -a id regulat ions were revised again and 
several improvements made (see Table 3.10). 
In 1970 the grants- in -a id fo r Designated D i s t r i c t Hospitals was 
changed to a consolidated grant of shs. 4,500/- (£225) per approved 
hospital bed, instead of the s t a f f , bed and addi t ional grants. Recent-
ly th is system has been changed and these hospitals receive a grant , 
based on estimates, to be submitted every year to the Min is t ry of 
Health. 
With the new development of the Chr is t ian Medical Board of 
Tanzania the Grants-in-Aid Advisory Committee has been, since 1972, 
selected from Government o f f i c i a l s and f i v e members of the C.M.B.T. 
Their terms of reference remain the same. 
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TABLE 3.11: GRANTS-IN-AID TO CHURCH MEDICAL SERVICES IN TANZANIA 
in T. Pounds (= 20 T. Shillings) 
1946 1950 1954-1955 1958-1959 1961-1962 1965-1966 1968-1969 1972-1973 
Staff Grants 
Bed Grants 
Training Grants 
Designated District 
Hospital Grants 
Total Grants 
Percentage received by 
Protestant Missions 
Percentage received by 
Catholic Missions 
41,103 
2,470 
61,974 
2,250 
7,604 
83,235 
27.372 
18,272 
97,061 
29,648 
24,672 
178,000 232,200 330,637 
62,000 61,775 61,315 
29,570 42.497 102,309 
49,500 75,100 217,125 
8,700 43,573 71,828 128,879 151,272 319,070 411,572 711,386 
100« 79« 
0% 21Ж 
72« 
28« 
70« 
30« 
65« 
35« 
60« 
40« 
50« 
50« 
50« 
50« 
Chapter 4. INTEGRATION IN THE PHILOSOPHY OF MEDICAL MISSIONS 
OF PROTESTANT AND ROMAN CATHOLIC CHURCHES 
DEFINITIONS: 
Co-operation: A working together to the same end (Concise Oxford 
Dic t ionary , 5th ed i t i on , 1972). 
co-ord inat ion : An act ing in combined order fo r the production of a 
pa r t i cu la r r esu l t . (The Shorter Oxford English Dic t ionary , 3rd e d i t i o n , 
1970). 
integration: In tegrat ion i s a series of operations concerned i n essence 
wi th the br inging together of otherwise independent administrat ive 
s t ruc tu res , functions and mental a t t i tudes in such a way as to combine 
these in to a whole. I t should go beyond the amalgamation of a c t i v i t -
ies . Above a l l , i t should be accepted as an essential element by a l l 
concerned and re f lec ted in the a t t i t ude of mind of a l l personnel con-
cerned. (Barton in W.H.O. report CHS/INF/71.3). 
In tegrat ion is the incorporat ion as equals in to (society or) an 
organizat ion of indiv iduals of d i f f e ren t groups (Webster's 7th New 
Col legiate Dic t ionary , 1963). 
National izat ion.- To br ing under control of the nation (The Shorter 
Oxford Dic t ionary , 3rd e d i t i o n , 1970). The pr inc ip les and aims of the 
former owner are not considered. 
To understand the a t t i t ude of the Churches towards in tegra t ion of 
health serv ices, the philosophy behind medical missions should f i r s t be 
considered. 
In the Old Testament the concept of health and disease was in 
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principle the same as the one described under traditional medical care 
(see page 36). Disease and adversity were the result of a sin, a dis-
turbance in harmony, especially harmony with God. 
Prayers were said, alms were given, or a sacrifice was offered to 
restore the harmony. Total health was expressed by the term "Shalom", 
which included "physical health", "social harmony", "political peace" 
and "spiritual wholeness". As one fell often into sin, there was a 
great need for a more effective means of restoring men to fellowship 
with God, which was expected in the coming of the Messiah (Legon Con-
sul tation,1967:24). 
In the New Testament several motives can be found for the healing 
performed by Jesus. They can be divided into: (a) compassion for the 
sick; (b) a demonstration of the presence and the power of God, and 
(c) a reward for faith (Wilkinson,1967:21). In the commissions to the 
Twelve and the Seventy there is a definite command to heal the sick 
(Mat.10,8 and Luke 10,9). This healing was a supernatural curing, 
accompanied by anointing (Mark 6,13) and preaching. 
Then miracles of healing and specialized charismatic healers be-
came rare and the early Church tried to express its concern for its 
fellow-men by works of charity, care for the sick, and the adminis-
tration of the sacrament of anointing the sick. As In Egyptian, Greek, 
and Roman periods, the combination of healer and priest was quite common 
and the knowledge especially of the Greek and Roman scientists was 
applied. 
Usually the Bishops took care of the poor, the orphans and the 
sick, using their deacons to perform this task. But with the growing 
Church the need for institutions became apparent and houses for strang-
ers and for the ill, the "Xenodochia", were built often beside the 
Bishop's house. Later on "Nosocomia" houses, specially for the ill, 
were added (Riquet,1970:13). 
It is believed that the first real "Nosocomium" was built by the 
fabulously rich lady, Fabiola, who presented the Bishop in Rome with a 
big "hospital" about 380 A.D. 
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Medical work increased and monastic orders came in to take over 
this task from the Bishops. The Benedictines were one of the first and 
their remedies, extracted from their own herbal gardens, became quite 
famous. 
In towns the responsibility of the hospitals came more and more 
in the hands of the notables, who administered the institutions under 
guidance and with financial support of the Church as well as, sometimes, 
the State. 
This secularization of the medical work about the 12th century 
was a reason for the Pope in Rome to forbid the clergy to study medicine 
or to perform surgical procedures (Ohm,1935:27). Fear of rivalry with 
the lay-workers and complicated theological arguments (like "irreguiar-
itas ex defectu") were the reasons given for issuing this order (Charles, 
1949:17). Only in special cases was permission for medical work given 
to the clergy. More emphasis was laid on nursing care and, especially 
during the crusades of the same period, several monastic orders concen-
trated on this work. 
Until the 16th century, when the Reformation divided the Church, 
the main arguments for the Christian to perform medical work were: 
1) The acceptance of their responsibility to look after the poor and 
the afflicted as a sign of Christian love for their neighbour. 
Christ himself was considered as present in the ill person. 
2) A manifestation of a dethroning of the powers of evil. As sin and 
disease were believed to be related, the healing validated the 
preached word. 
3) An opportunity to save the soul of the patient by preparing him for 
his journey to heaven. 
4) A tool for evangelism. Acceptance of the faith appeared to be 
easiest during illness. 
5) Personal advantage. By performing works of charity a big reward 
could be expected in days of necessity. 
The Reformation which divided the Church into two parts - Protes-
tant and Roman Catholic - at the beginning hardly influenced ideas about 
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medical work. The early Protestant Church was mainly concerned with 
the "sola Fides", the pure Faith, and not interested in "good deeds" 
(0hm,-\93S:29). 
But while Europe was engaged in the theological controversy bet-
ween Protestants and Roman Catholics, the world was being opened up by 
exploring nations like Spain and Portugal. The Roman Catholic Church, 
being the state Church of these countries, seized the opportunity to 
spread the faith to South America, China, Japan, India, and West Africa. 
Missionaries went out to these lands, Francis Xavier being one of the 
first in 1541 (Paton,1913:119). 
The foundation in 1622 of the Sacred Congregation of Propaganda, 
the Propaganda Fide, gave a boost to the Roman Catholic missionary 
movement. Due to the concept of dualism (the dichotomy between body 
and soul) missionaries were sent out to save souls only, to convert the 
"heathen" and to spread the Roman Catholic Church over the newly dis-
covered areas. Medical work came in incidentally, and mostly for the 
care of the missionaries, as records from Mexico as far back as 1578 
show (Ohm,1935:30). There were some individuals who saw the advantage 
of medical work as a means of coming in contact with the local popul-
ation, but they were rare. Father D'Almeida in Japan in 1560 was one 
of them (Charles,1949:15). 
For many centuries the Roman Catholic Church did not bother about 
the establishment of organized medical work in their missions. Indiv-
idual missionaries, worried by the poor health conditions of the local 
population, gave medical and nursing care and sometimes used it as a 
possibility to come in contact with the population. But the overall 
aim was directed towards the hereafter and not towards the human aspects 
of the people with whom one worked. 
Different from the Roman Catholic was the approach of the 
Protestant Churches. As soon as they started to spread the Gospel out-
side Europe, medical work was included because the dichotomy between 
body and soul was not widely accepted. Furthermore medical work was 
seen as a tool for evangelism. The first Protestant medical missionary 
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is believed to have been the Dutchman, Justus Heurnius, son of a Leiden 
University Professor, who sailed to Eastern India in 1624 (Olpp in Braun 
1932:125). German literature points to a German, Karper Schlegelmilch, 
as the first. He was sent out by the Danish-Hallishe Missions-
gesellschaft, to South India, but not until 1730 and furthermore he 
very unfortunately died 19 days after his arrival (Müller,1960:9). 
But these were only single cases, as generalized missionary work 
in the Protestant Church started only in the 18th century, especially 
in England. The establishment of the Society for the Propagation of 
the Gospel in 1701 was the first movement in England, and was soon 
followed by others. In 1793 the first British Protestant missionary, 
a Baptist, went to the Far East (Paton,1913:149). 
Still no medical workers were sent out by the British Protestant 
Missionary Societies and it was an American, Dr. Parker, who went out 
to China in 1834, and who, during his furlough in England in 1841, 
brought about the establishment of the Edinburgh Medical Missionary 
Society (Ohm,1935:34). 
Another person who stimulated mission medical work was Dr. Liv-
ingstone, who went to Central Africa in 1841 and purposely chose the 
medical profession, with its obvious benefits to the people, as a 
spearhead of Christianity. "In the glow of love which Christianity 
inspires, I soon resolved to devote my life to the alleviation of 
human misery." (Livingstone,1857:5). Not only did Livingstone stimul-
ate more interest in medical work, but he also attracted more attention 
to Africa as a mission field. He brought about the establishment of 
the U.M.C.A. (Universities' Mission to Central Africa) in 1860. 
Nearly all the British Protestant Missionary Societies, about 40 
in number, included medical work in their programmes around 1875. The 
different reasons for this will be discussed later. 
In 1880 the general committee of the Church Missionary Society 
(C.M.S.) resolved that "no charge or request for any fee or gifts 
should be made by the missionaries for medical attendance given to any 
native". 
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In 1883, however, the policy was changed and fees for medical 
work were permitted. The Missions were to pay their medical require­
ments from these fees, and only salaries and allowances for the medical 
missionaries would be paid by the Society (Апгіегзоп.І бЗіб?). Medical 
work became an essential part of missionary work and at the London Con­
ference of Medical Missions in 1884 a medical missionary was described 
as "a legally qualified medical practitioner, called of God and set 
apart for a twofold work of preaching the gospel and healing the sick". 
The World Missionary Conference in Edinburgh in 1910 stressed the 
importance of medical missions and gave recommendations for spiritual as 
well as professional preparation. 
Several Protestant denominations had started their own training 
institutions for medical missionaries in Tubingen in Germany, Edinburgh 
and London in Britain, and Michigan in America. According to the World 
Missionary Atlas the Protestant Missions employed 589 male and 305 fe­
male doctors in 1908. Of these 433 were American, 425 British, 18 Ger­
man, 10 Scandinavian, 5 Dutch and 3 French. In 1910 the statistics 
showed 4,400 nursing sisters, 11 medical schools, 93 nursing schools, 
550 hospitals and 1,024 dispensaries. Nearly 80% of these activities 
were in Asia, 15% in Africa and 5% in Latin America (Ohm,1935:35). 
A new expression "the ministry of healing" was introduced in 1928 
during the World Missionary Conference in Jerusalem (Scheel,1960:206) in 
a period of much reflection on this subject. 
If one tries to understand the philosophy of mission medical work 
in the Protestant Church of those days, a distinction should first be 
made between the evangelical (fundamentalist) and ecumenical denomin­
ations. 
The evangelical groups believed in a literal interpretation of 
the Bible and aimed at a personal conversion in order to save each soul. 
They believed in a biblical basis for opposing organizational unity with 
Government or other religious groups. Within these evangelical groups 
two schools of thought prevailed with regard to medical work. Some 
groups rejected any interference by man in the healing process, as 
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healing could only come about through prayer. They did not include 
medical work in their missionary activities. Other groups accepted 
medical work as proof that God was really looking after each person as 
an individual. It was combined with prayer and "laying on of hands" 
as visible signs whereby an inward blessing or power was conveyed 
(Wilson,1966:35). Those who accepted medical work felt that it should 
be of the highest quality and be a means of conversion. 
The ecumenical denominations did not stress personal conversion 
much, but were more concerned with the establishment of an institutional 
church among the people of their mission field. Medical work, like 
education, went well with this concept, as those agencies for social 
betterment permeated the whole culture of people and facilitated the 
transformation of life (0ursler,1947: 12). Here again two views were 
held. Most Dutch, German and Danish denominations considered medical 
work as a separate agent in establishing the Church, not on the same 
level as the actual preaching and proclamation of the Faith. 
British and American denominations considered medical work as a 
component part of their preaching. It should be regarded as that 
section of missionary enterprise which seeks to spread the knowledge of 
the "glorious gospel of the Blessed God" through the healing of the 
sick (Fletcher-Moorshead,1913:15). The medical missionary is a healer 
and a preacher, a medical man and an evangelist. He is a builder of a 
social order, which is an integral part of the Kingdom of God among men, 
(Lambruth,1920:54). Consequently the standard of this medical work 
should be as high as possible, as a sign of the superiority of the 
Kingdom of God. The Social Gospel Movement, formed as a reaction to 
the individualistic and pietistic approach of the 19th century, also 
directed more attention to physical, social and political distress 
(Verkuyl,1966:20). 
As the establishment of a local church with all its branches was 
the aim of the Protestant Missions, the training of local staff was an 
important task. Referring again to the World Missionary Atlas, Pro-
testant Missions employed 801 expatriates and 513 local medical doctors 
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during the year 1925. Most of the expatriates came from North America 
which took the lead in mission medical activities around 1900. 
The success of Protestant mission medical work was noticed with 
envious eyes by the Roman Catholic Missions. It appeared a successful 
tool in the tug-of-war of getting as many converts as possible. During 
the Foreign Mission Conference of North America in 1926, Protestant 
medical missionaries proudly claimed that 30 to 75% of all conversions 
were due to hospital activities (Braun,1932.161). 
It was stressed in several Roman Catholic quarters that too 
little medical work had been done. The "Guide della Missioni Catto-
liche" stated that "until 1914 the work of Catholics in the field of 
medical missions was confined to the efforts of a few individuals". 
(Charles,1949 14). Indeed, professional medical care in the Roman 
Catholic Missions was rare and was originally set up for the benefit of 
their own missionaries, of whom nearly 40% died within the first 2 years 
of arrival at their mission stations. As Canon Law forbade the clergy 
to take up the medical profession, only first aid and minor treatment 
could be given by them. Consequently, the quality of care was low and 
professional supervision hardly existing for the large numbers attending 
the mission stations (see Chapter 3). Nursing was another possibility 
for the Roman Catholic missionaries, especially for the religious 
sisters Unfortunately here also Canon Law hampered the possibilities 
as it forbade them to deal with midwifery, unless they received special 
permission from Rome. 
Some missionaries in the 18th and 19th century were convinced 
that medical work interfered with their missionary work. Based on the 
belief that there is a strong division between body and soul (like the 
fundamentalists of the Protestant Church) their ultimate aim was to save 
as many souls as possible. Deadly epidemics were regarded as the best 
harvest of souls and the building of hospitals was seen as an obstruc-
tion to the flow of souls running through baptism to eternal happiness 
(Charles,1949 7,10). For them maternity climes were the only accept-
able form of medical care, as the high infant mortality gave ample 
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opportunity for baptism activities. But most Roman Catholic mission-
aries were very concerned about the health conditions of the population 
and were actively involved in medical help. There was hardly any 
philosophy behind it; they just did the job. The low standard of 
their services was compensated by their charismatic spirit and deep 
concern. 
The first missionary congregation with a real philosophy about 
medical missions was the congregation of the White Fathers, founded by 
Cardinal Lavigerie in 1868. He included medical training in the curr-
iculum of the students and tried to create a new cadre of Doctor -
Catechists, out of freed slaves. 
Medical work became an "avenue for contact" in order to get the 
church established. The concept of the societas Perfecta - the church 
as society in this world - increased the interest in medical work. 
Around 1920 the concept of the wholeness of man came in. Medical care 
became a part of the "total apostolate" aiming at the whole person, 
spiritual and physical. Professional lay-workers were accepted to 
play their role in this apostolate. This coincided with a change in 
the general concept of medical care, as psychological factors in the 
disease patterns became accepted (Freud,etc.). 
It can be said that medical work performed on however wide a 
scale, was hardly a matter of reflection in the Roman Catholic Missions. 
The lack of publications on this subject between 1700 and 1920 is 
striking. 
The first step towards official recognition of mission medical 
work was the establishment of the Medical Mission Institute of WUrzburg 
in Germany in 1922. It was a training institute for Roman Catholic 
mission medical workers, an imitation of the Protestant institute in 
Tubingen, which was founded in 1909. 
Due to the personal interest of Pope Pius XI a medical stand was 
established at the Mission Exhibition in Rome in 1925 and this example 
was followed at several mission exhbitions in Europe. In Holland it 
led to the establishment of Memisa, the Medical Mission ACtion, a 
99 
layman's organization for medical help in the missions. 
In 1926 the Encyclical Letter яегшп Ecclesiae gave another boost 
to mission medical work by allowing religious sisters to practice mid­
wifery. The first medical congregation was the Medical Mission Sisters 
founded in 1925 in America by Anna Dengel. In 1936 a Papal decree 
(constans ac seduia) allowed the combination of medical work and rel­
igious status. 
Professional medical work was growing slowly and the statistical 
records of the Propaganda Fide in 1933 show a total of 183 medical 
doctors employed by the Roman Catholic Missions against over 1,100 
Protestant ones (Charles,1949:14). 
The arguments in favour of medical work differed, depending on 
the local circumstances in which the missionary was working and the 
spiritual environment during his education. If one tries to set out 
the different views of both the Roman Catholic and Protestant Churches 
around 1920, the following conclusions might give a rough idea of why 
medical work in missions was looked on with favour: 
1) Out of compassion for the people in need, out of pure Christian 
charity; 
2) As a possibility to come into contact with the population, es­
pecially where verbal communication was difficult; 
3) To look after the health of their own missionaries; 
4) As a source of income to finance other missionary activities 
(Pro Mundi vita, 1967:15); 
5) As a prestige object for the church; 
6) To help build the Kingdom of God and to establish visible signs 
of God's presence. 
Typical Roman Catholic arguments were: 
To save souls directly by baptizing and attending the dying 
patient (this argument held also for the Fundamentalist Protest­
ants) 
to gain personally a higher place in heaven by performing works 
of charity. 
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Typical Protestant arguments were: 
A tool for evangelism. 
A manifestation of the truth of the preached word. 
The basic difference between Protestant and Roman Catholic views 
on medical missions is already expressed by the terminology used. Pro-
testants spoke of a "medical missionary", someone who tries to aid the 
salvation of souls through his professional skill, while Roman Catholics 
called him a "mission doctor", a member of its staff who rendered 
professional services. 
The general trend in medical work during this period was mainly 
curative and the few preventive activities were mainly vaccination cam-
paigns, performed by the different governments. So also was mission 
medical work mainly curative and it happened to be the best way to come 
into personal contact with the people. Furthermore most services had 
to be paid for, which was only possible in a personal relationship. 
The Protestant Churches increased remarkably their medical 
mission activities in the period between the two World Wars. In 
America the Layman's Foreign Mission Inquiry, a movement of business 
men, led in 1932 to the publication of a booklet "Re-thinking Missions" 
which stressed the importance of the well-being of the rural population 
to the missions. This brought about an increase in medical work and 
initiated the idea of agricultural work (Oursler, 1947:34). 
During the Second World War the Protestant Missions were in a 
much more advantageous position than the Catholics because they had 
trained sufficient local personnel to continue the services while conn-
ections with Europe were diminished. 
After the War, however, it was the Roman Catholic Missions which 
increased their medical work tremendously, especially after the appeal 
of Pope Pius XII in his Encyclical Evangeli! Praecones of 1951 and his 
subsequent appeal for lay missionaries in the Encyclical Fidei Donum of 
1957. Several congregations and lay workers, especially in Germany and 
The Netherlands, took up medical work as a response. 
But very little was written on this subject, even after the 
Second World War. The leading Dutch Roman Catholic Missiology book of 
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A. Mulders in 1962 devoted only one and a half pages out of a total of 
438 pages to medical missions. The reason given for such a brief 
account was that medical work was of such recent origin in the mission 
organizations (Mulders,1962:343). 
By the I960's the medical activities of the Roman Catholic 
Missions outnumbered those of the Protestant Missions. In 1968 the 
Roman Catholic Church had over 2,000 medical institutions in developing 
countries with expenditures of over $200 million per year as against 
1,200 institutions with a $100 million expenditure of the Protestant 
Churches. (Bryant,1969:304). 
Four important trends after the Second World War influenced 
mission medical work of both Protestant and Roman Catholic Churches. 
Firstly, the general trend in socio-economic development changed the 
attitude of the colonial powers and introduced the "ethical" period in 
the colonies. Secondly, the establishment of young, independent 
'nations forced the missions to reconsider their aims, objectives and 
programmes. Thirdly, the process of strong secularization forced the 
churches to review their theology, and fourthly, the increasing costs of 
medical care made a change in policy necessary. 
In the Roman Catholic Church this process of review and recon-
sideration was done at a central level at the Second Vatican Council 
from 1963 to 1965. With regard to mission medical work few statements 
were made, but at least the new openness of the Church found its re-
flection in this work. "Let the faithful labour and collaborate with 
all others in the proper regulation of the affairs of economic and 
social life" (Vatican II,1966_898) and "Let the faithful take part in 
the strivings of those people who are waging war on famine, ignorance, 
and disease and thereby struggling to better their way of life and to 
secure peace in the world (Vatican 11,1966:599). 
At local levels the green light was received because of this 
openness at the central level, but implementation differed widely from 
country to country. 
In Tanzania, for example, the Roman Catholic Bishops had definite 
views on mission medical work and in their Pastoral Letter of 1960 they 
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noted: "It is clear that in fact social action is an indirect aposto-
late, that is an opportunity of indirectly preparing men's minds and 
hearts for the reception of the message of Christ and even for their 
eventually entering the Church. Social action can and should be aimed 
at a supernatural end as an indirect apostolate, but we should never 
forget the immediate purpose of social action: the betterment of the 
temporal order and the alleviation of temporal ills". ("Unity and Free-
dom" ,1960:29). Furthermore, they accepted the principle of the ess-
ential autonomy of the State and the Church society. "Both receive 
their authority from God; one over the supernatural order, the other 
over the temporal order The pursuing of the common good by the 
State will bring about those conditions most favourable to a sincere, 
truly human search for the Truth ("Unity and Freedom",1960:24). They 
continued: "The opportunist use of political and social activities as 
a short cut to conversion would be an indefensible diversion of the 
immediate aims of these essentially temporal activities and could en-
danger very seriously the essential freedom and necessarily super-
natural motives of the act of Faith. The activities must always 
remain, as it were, a preparation of fertile ground for the sowing of 
the seed of Faith by spiritual means and in God's good time" ("Unity 
and Freedom",1960:28). 
In 1965 the Bishops issued another statement in which the human 
betterment of all people was stressed and the indirect apostolate was 
mentioned as the possibility that people would investigate the truths 
and motivations of the Christians to serve their fellow citizens in 
society and to give unselfish love. (T.E.C. Statement,1965). 
The concept that socio-medical work was primarily for the temp-
orary well-being of the people became accepted in several Roman Cath-
olic circles outside Tanzania. Life was not seen as a stepping stone 
to heaven, but had its own value and significance orientated upon the 
hereafter. Christian medical work was seen in this light and the 
orientation upon the supernatural life made it distinctive from mere 
pity. These views from the Roman Catholic Bishops created a climate 
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suitable to receive the concept of integration of mission and govern-
ment medical services in Tanzania. 
But before embarking upon this process, the prevailing views of 
the Protestant Churches with regard to mission medical work after the 
Second World War should be discussed. The strict division between 
evangelical (fundamentalist) and ecumenical denominations, as mentioned 
on page 96, slowly began to fade away. 
Several evangelical groups became ecumenical in their thinking 
and some became members of the World Council of Churches. But others 
remained very fundamentalist in their thinking and opposed any co-
operation with ecumenical groups. As the picture became rather com-
plicated the best solution seems to be a division in ecumenical and non-
ecumenical denominations and only the views of the former will now be 
considered. 
The publication in 1952 of Phyllis Garlick's book "Man's Search 
for Health" was followed by reports from several Protestant denomina-
tions in Britain on the healing ministry of the church (Wilkinson,1970: 
74). These reports were mainly restricted to "spiritual healing", but 
it was the start of a better understanding between physicians and 
pastors. 
The first world-wide attempt to come to an understanding and 
interpretation of the healing ministry of the Protestant Church was 
made in 1964 in Tubingen in Germany, where a conference was held at the 
German Medical Mission Institute. Its report, "The Healing Church", 
was published in 1965. The main contributions of this conference to-
wards the understanding of the churches' healing were: 
1) The enlargement of the concept of health and healing and the 
understanding that it was based in the community. "Healing can 
only take place in its fullest sense in a community in which we 
can regain our physical strength, our mental orientation, our 
social confidence and our spiritual serenity (Wilkinson,1965:29). 
"There is no doubt that the Christian congregation has at its 
disposal potent therapeutic forces; the love of the brethren, 
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the worship of God, the preaching of forgiveness and the prayer 
of faith" (Wilkinson,1965 31). 
2) The place of the church and the Christian community (Congre-
gation) in this concept. 
"It is to say that there are insights concerning the nature of 
health which are available only within the context of Christian 
Faith. The church cannot surrender its responsibility in the 
field of healing to othe1" agencies The church's ministry of 
healing is an integral part of its witness to the gospel In 
the exercise of this healing function the church must never be 
indifferent to the patient's spiritual condition, his religious 
faith or unbelief". (Findings.Tubingen, 1965 35). 
"I do not believe that we can be content to accept a divorce of 
the healing ministry from - the "kerygma" - the announcing of 
the good news" (Newbigin,1965.13). 
3) The need for co-operation. 
"It is recommended that we should always seek government co-
operation for closer Integration of health and medical services 
within the area. However the Christian concept of healing as 
we have defined it may sometimes necessitate the continuance of 
existing institutions or the development of new ones which may 
appear superfluous to a government health plan, taking no account 
of this understanding of healing" (Findings,Tubingen,1965 41) 
The link between the "diakoma" (the service) and the "kerygma" 
(the good news) was stressed. While co-operation was advocated on the 
one hand, the responsibility of the Christian community was stressed 
and romanticized on the other, which could easily increase isolation. 
Apparently the Protestant Churches had difficulty in accepting the pro-
cess of secularization of medical work. Medical work was an essential 
part in their missionary strategy based, unlike in the Roman Catholic 
Church, on much reflection and conviction. 
News of the Tubingen consultation was received with much enthus-
iasm and followed by similar conferences in Makumira (Tanzania 1967), 
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Legón (Ghana,1967), Umpumulo (South Africa,1967) and Limuru (Kenya, 
1970). Most of these gatherings thought on the same line as Tübingen, 
with slight differences according to local circumstances. 
In Tanzania, for example, it was said "Even 1f we say that 
unique opportunities for witness and showing of loving kindness exist 
in such an institution, is it right to withhold these essential Christ-
ian services from the poorest of the society? Should we not in such 
cases offer our services to the Government, perhaps not only our ser-
vices but even pur buildings and equipment?" (Van Soest,1967:87). 
Here the local situation of good co-operation between Government and 
Churches brought about a further step forward. 
At the Limuru Conference in Kenya it was admitted that much 
Christian medical work was an unplanned, unco-ordinated activity, with-
out set goals and with meagre resources (McGilvray,1970:65). It was 
suggested that we recall the Old Testament expression "Shalom" (see page 
92)· This would also fit in the concepts of African Theology, because 
the African world view is very much closer to that of the Bible than 
that of the West (McVeigh,1972). Christian groups or communities could 
act as catalysing centres to reach this goal. But the ministry of 
healing in its widest sense should be fulfilled in obedience. (Van Soest 
1970:85). The Theologica Gloriae should be replaced by a Theologica 
Cruris. 
A second conference was held in Tubingen in 1967, mainly con-
cerned with the theological concept of healing. The Biblical under-
standing of health and salvation was explained as communal and the 
individual seen in this communal context. "The ontological concept of 
disease and medicine require that Christian medical workers deal with 
the patient as a whole person and Christian faith, insight and obedience 
become very important" (Davey in Tubingen 11,1967:62). 
The need for a central organization of Protestant mission med-
ical work was felt and in 1968 the World Council of Churches formed the 
Christian Medical Commission. According to its director, Mr. James 
McGilvray, it was primarily "an enabling organization to help the 
churches' mission agencies and church-related medical programmes review 
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the relevance of their activities and seek together the most appropriate 
expression for a healing ministry commissioned to bring health and 
wholeness to men" (Contact No 9,1972 9). 
This organization arranged several workshops throughout the 
world and started national agencies for the co-ordination of mission 
medical work in many countries. In "A second look at the Commission's 
task" in 1970 it was said "The concern of the mission hospitals etc., 
would not be to "bring the advantages of western medicine" somehow or 
other "in the name of Christ", but to be concerned to help the commun-
ities in which the institutions are placed to be playing a meaningful 
and creative part in making their own lives more "healthy" i.e. more 
their own, free from domination, not only by disease, but by many other 
factors". (C.M.C. 70/16). 
The ecumenical movement and the more open attitude of the Roman 
Catholic Churchy facilitated an exchange of ideas and a new formulation 
of different concepts. With the process of closing the gap between 
Protestant and Roman Catholic Churches the words "Christian Church" can 
be used, and will be in the remaining part of this chapter. 
The following ideas, based on modern Christian views, might 
illustrate the modern philosophy on Christian medical work. 
1) It should be realised that Missions do not exist any more. 
Each country has its local Christian Churches working with other 
religions (be it traditional, Moslim or others) and not in a 
spiritual vacuum. 
2) The expression "Mission medical work" should be replaced by 
"Voluntary Agencies medical work" or "Church medical work". 
"Mission doctor" should become "Church-employed doctor" 
3) It should be realised that neighbourly love is an old tradition-
al value in all young nations, but mostly confined to family and 
tribal boundaries. The Christian Church can proclaim the con-
cept of universal, unselfish neighbourly love, on which the 
present morals of the western world are theoretically based. 
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4) Unselfish neighbourly love is a fulfilment of God's command and 
therefore directed to God. Service to one's fellowman is ser-
vice to God. 
5) Unselfish love means disinterested love, and as such it can never 
be used for indoctrination. 
6) Life upon earth, though orientated towards life hereafter, has 
its own value and significance, which it has through its creation 
by God in view Of Christ (Pro Mundi VitaJSS/ílS). 
7) The Christian testimony of unselfish love, whether given by the 
individual or the community in its ministry of healing, should 
be accepted as having its own value and significance. 
8) Through this testimony, which is a proclamation, the non-Christ-
ian might be drawn to investigate the truths and motivations of 
the Christian. 
9) The Christian community or individual acts as a catalyst in this 
process. It should be in a humble way and not as the people 
who possess things and can hand out things (Van Soest,1970:87). 
10) The mission of the Church is at once preaching the word (kerygma) 
and the ministry of temporal service (diakonia), two things which 
in fact only make sense together. Kerygma is the message an 
interpretation, essentially ineffective when it has nothing to 
interpret. The matter for interpretation is the church's 
diakonia, service, development, secular liberation (Hastings, 
1971:47). 
11) As pastors and priests are trained for spiritual work, medical 
workers are trained for temporal work. They should influence 
and consult each other in order to make sense in the healing of 
the "whole man". 
12) On request the Christian medical worker might reveal his Christ-
ian Faith to others but it should not interfere with the pro-
fessional activities and whenever possible, be left to the 
pastors and priests. 
13) By separating the provision of service from its evangelical 
a c t i v i t i e s the church w i l l make clear that i t desires men's con-
version to Chr i s t i an i t y to come from conv ic t ion , not from 
grat i tude nor from the compulsion of indebtedness (Nyerere,1970: 
15). 
14) The concept of healing the "whole man" is nothing new in the 
t r ad i t i ona l society. The Chr is t ian Church could play a ro le in 
f i l l i n g the gap between the t rad i t i ona l healer and sophist icated 
western medicine. The s h i f t towards the present western 
pattern of the "absence of wel l -being" could perhaps be avoided. 
15) The local pr iests and pastors are the best to f i l l th is gap, to -
gether with the medical workers. 
16) As long as the Chr is t ian Church does not have a proper "theology 
of health and hea l ing" , i t w i l l be hard to deal wi th the "whole 
man". The Tubingen l ines should be followed but made more 
acceptable and understandable to a l l Chr is t ian denominations. 
17) The local churches especial ly should come to the i r own "theology 
of health and hea l ing" , be i t A f r i can , Asian or South American. 
When no clear views can be presented, the process of secular-
i za t ion and "State we l fa r i za t ion" w i l l inev i tab ly lead to mis-
understandings between Church and State. 
18) The cont r ibut ion of church hospitals to health care in developing 
countries should aim at se rvng the "non-served". In th is con-
cept " to serve" means " to change": change in menta l i ty , change 
in a t t i tudes (Janssens,1971:31). 
19) The most important thing is to abandon the "we-they" po la r i za t ion 
with i t s basical ly negative connotations, and to move more to -
wards relevant forms of co-ord inat ion, co-operation and in cer-
ta in s i tua t ions : in tegrat ion (Hellberg,1971:165). 
I f one accepts these ideas and views the concept of in tegra t ion 
as defined on page 91 w i l l be acceptable as w e l l . In tegrat ion with or 
without handing over the ownership of the medical i n s t i t u t i o n s gives 
ample p o s s i b i l i t i e s fo r the Chr is t ian Church to play i t s ro le in the 
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medical services without losing its vocation. Both the individual and 
the community can play their parts perhaps even more disinterestedly, 
more equally distributed, and more Christian than ever before. Dog-
matic differences can be overcome,especially when the whole Christian 
community is involved. 
The whole community can be served and also the "whole-man". The 
remark of Foege: "The question is not "can we afford to get into 
community medicine", but rather the question is "can we afford to ignore 
it" (Foege,1970:90) becomes irrelevant. Community medicine is auto-
matically introduced and instead of only "care for the community" it 
also becomes "care of the community". This caring community, advocated 
by Lambourne, will be possible at a local level, with the Christian 
community acting as catalysts, not with pedantry and with a monopoly of 
virtue, but in a subordinate role without laying out the course. With-
out institutions it might even be easier to start this group function-
ing. Local religious leaders can play an important role in this pro-
cess, as can medical workers, whether local or expatriate. 
The Government, being the legal representative of the community, 
is the best judge of its needs. "One should accept the national health 
authorities as the best informed and the best equipped to promote health 
in their realm. Especially if there exists a health plan, the vol-
untary agencies should fit into that plan" (Medicus Mundi,1971:27). 
As most developing countries have elaborate health plans, the role of 
the Church is clear. All the financial, material and personal re-
sources should be made available to its people. It should be a service 
to the community, a "disinterested service" (Schroeder,1971:5). As the 
champion of social justice, the Christian Church should have little 
problem with this. 
Overseas aid will still be needed, as the caring community will 
not be self-supporting as regards medical facilities, based on the ex-
pensive sophisticated western type. Local churches will need support 
in finance or medical manpower, in order to perform their catalyst task. 
For donor agencies in economically developed countries the Church's 
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Channel might even be very acceptable, as the churches have a long h is -
tory of r e l i ab le d i s t r i b u t i o n . When the fact becomes known that the 
to ta l community is bene f i t t i ng via an integrated s i t u a t i o n , th is aid 
w i l l most l i k e l y increase. 
On the other hand the economically developed countries w i l l also 
p r o f i t . Their medical workers w i l l p r o f i t in a leg i t imate way from the 
work in a developing country. This should be accepted by both Church 
and State as long as i n s u f f i c i e n t local medical workers are avai lab le . 
Probably i t is most acceptable when the expatr iate worker acts in an 
integrated set t ing as the guest of the community. 
The world-wide s h i f t f ron the disease-orientated curat ive app-
roach towards the community-orientated preventive approach gives ample 
p o s s i b i l i t i e s for the church to f i t in th is concept. The era of "de 
luxe" or " e l i t e repair" hospitals in rura l areas of developing countries 
is over. The Church, in most cases the owner of th is type of hosp i ta l , 
should show i t s wi l l ingness to take the new concept of medical care 
ser iously . In tegrat ion gives the best perspectives, as w i l l be shown 
in th is thesis. But in circumstances where in tegrat ion is not accept-
able (e.g. the in f ra -s t ruc tu re of the local medical service or the 
government pol icy) co-operation and co-ordinat ion with government and 
other churches, Chr ist ian or non-Christ ian, should be encouraged. 
The "wait and see" attitude at tnis stage of medical development 
is a crime. 
In Tanzania th is co-operat ion, co-ordinat ion and in tegrat ion 
gave l i t t l e d i f f i c u l t y as Church and State agreed on most ideas of 
social development. The o f f i c i a l ideology of "Ujamaa", Afr ican soc ia l -
ism, is i n conformity with the s p i r i t of the gospel as long as i t does 
not become a r i g i d po l icy . The Government pol icy of pr ivate property 
being used for the welfare of the community was answered by the 
Churches in a pos i t ive way. 
The in tegrat ion of some of the churches' medical i n s t i t u t i o n s 
in to the government's medical service was welcomed and a memorandum 
from the Tanzania Chr is t ian Medical Association in 1966 explained that 
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this was because of the churches' deep concern for the human betterment 
of all people. In fact the reasons for this welcoming of integration 
were threefold. Firstly, it had the Christian motive. Secondly, it 
had a financial motive. The financial burden was shared with Govern-
ment and sometimes even completely transferred. Thirdly, it had a 
political motive. Government was determined to give an equal dis-
tribution of medical services (see Chapter 3). The Churches were able 
to answer as they were not afraid of politics. "Politics is a path-
way for Christian commitment because we discover daily that change in 
the quality of our own life is influenced by political action". 
(Pastoral Letter,1972:13). and "There is no complete Christian charity 
without some sort of political involvement, since politics directly 
affects the lives of men and is a form of service to their community" 
(Joinet,1971:4). 
With the integration of the church medical services the govern-
ment policy of free treatment was introduced and the privilege of the 
"haves" over the "have nots" disappeared. Furthermore it gave better 
utilization of the under-utilized services of church medical instit-
utions (van Amelsvoort,1970). 
It is the church's duty to maintain a certain quality of medical 
work. In Tanzania this was done through longstanding negotiations with 
the Government and by keeping an active interest and playing an active 
role in the performance of the medical services. But remarks like "our 
ethics should be respected" are hardly relevant, as ethics can never be 
maintained by institutionalized control. It completely depends upon 
the individuals who do the job, and their attitudes can only be in-
fluenced by other individuals or by the community around. Furthermore 
it is a paternalistic idea to believe that government medical services 
in developing countries are based on ethics other than those of the 
churches. 
A fear of nationalization is also present among some of the 
Church Leaders. Statements and actions of the Tanzania Government 
show that integration is not just a transitional step towards 
nationalization (see Chapter 5). 
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A preliminary study of Government and Church concepts on inte-
gration outside Tanzania did not reveal sufficient consistent material 
to warrant inclusion in this review. 
The Churches have an active role to play in all communities. 
As Nyerere says "Unless the Church, its members and its organizations 
express God's love for men by involvement and leadership in construct-
ive protest against the present conditions of man, then it will become 
identified with injustice and persecution. If this happens, it will 
die and, humanly speaking, deserves to die, because it will then serve 
no purpose comprehensible to modern men" (Nyerere,1970:11). If the 
Church really wants to remain alive and active it must find new ways in 
its spiritual as well as social activities. In medical work a "Re-
thinking Church medical work" is needed. It should be a spiritual 
force, a change in mentality, based on a modern theology of health and 
healing. 
To speak with Lambourne (1963:161): "One does not see the 
necessity for vigorous research and planning to tap the vast resources 
of comnunity concern which might be available." This statement was 
meant for government authorities but it should be for both Governments 
and Churches to do this research and to find each other. "Open the 
paths which lead to mutual assistance among peoples, to a deepening of 
human knowledge, to an enlargement of heart, to a more brotherly way 
Of living Within a truly universal human Society." (Populorum Pro-
gressie, 1967:59). 
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Chapter 5 THE PROCESS OF INTEGRATION IN TANZANIA 
Since health services began in Tanzania, there has always been a 
degree of co-operation between Government and Missions. With the 
a r r i v a l of the B r i t i s h Colonial government th is co-operation was extend­
ed to co-ordinat ion, mainly achieved by the i n t r o d u c t i o n of the grants-
in-aid system. In th is way Government was able to get a g r i p on the 
develooment of the health services and t r i e d to orevent dupl icat ion of 
services I t was not always successful in these e f f o r t s as be seen 
f ron tne clusters of hospitals in areas such as Bukoba, Newal asulu 
and Singida D i s t r i c t s 
Unfortunately co-operation between Government and Missions de­
cl ined over the years, but co-ordination existed as Government had some 
control over Missions' medical work, through increased grants which were 
indispensable to continuing medical work 
During the years of poor co-operation between Government and 
Missions, with a lowest point between 1955 and 1959, several statements 
on th is matter were published by both p a r t i e s . Government was not i n ­
tending to accept the mission medical work as an integra l part of the 
country's medical service Missions wanted to be recognized as such, 
but also to remain separate, reta in ing t h e i r own i d e n t i t y . In a c i r ­
cular in 1955 the Secretary of the M M С explained "The great major i ty 
of Missions, i f not a l l , would not wish to place themselves i n the hands 
of Government to the extent that mission hospitals and dispensaries 
might one day lose t h e i r autonomy and r e l i g i o u s c h a r a c t e r i s t i c s . We 
are in f a c t asking Government to recognize the indispensable and ess­
e n t i a l r o l e which mission hospitals have to play i n any planning of 
medical services for the people of Tanzania, without thereby ceasing to 
remain a separate agency in the f i e l d of publ ic heal th". From the 
reactions of a l l mission doctors to th is c i r c u l a r i t can be seen that 
a l l agreed w i t h the idea that Missions should remain as separate 
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agencies with their own function. They were willing to co-operate and 
co-ordinate but not to integrate. 
With public opinion in favour of the work of medical missions and 
the possibility of Independence drawing near. Government sought better 
relations with the Missions on medical matters. The anti-colonial 
trend in the United Nations and in the Trusteeship Council, so import-
ant for Tanzania, forced the British Colonial Government to increase 
its budgets for colonial development as it hoped to avoid in this way 
criticism from the outside. Financial assistance to medical work was 
increased, which compensated a little for the non-recognition of the 
missions' medical work. 
Some of the mission doctors warned in 1959 that it would be 
better for the Missions not to accept this financial assistance as it 
might link them in the minds of the people with colonial enterprise. 
This would be very undesirable after Independence. However, their fear 
was not shared by other mission doctors in the country and ultimately 
only two hospitals, Mbeya and Heri, refused grants. 
In 1960 the M.M.C, sent a memorandum to Government in which a 
scheme for comprehensive territorial medical service, with Missions and 
Government as partners, was proposed. The scheme was divided into two 
parts: 
Part I : The Missions would retain financial and managerial respons-
ibility for their medical institutions and would receive grants on a 
percentage basis. 
Part II: Mission units, situated in districts where no other medical 
facilities were available, would be brought under a Board of Governors, 
including central and local government representatives. Financial 
responsibility to be with Government, while the property would remain 
in the hands of the Mission and managerial responsibility in the hands 
of the Board of Governors. 
With the proposal of Part II, the M.M.C, opened a possibility 
for integration, but when this proposal was discussed at the 1961 
annual meeting, nearly all members strongly opposed it as they felt it 
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would result in the loss of religious identity and autonomy of the umts. 
Government answered that it could not accept Part I because a percentage 
payment was not possible without having more control over the u m t s . 
Only Part II was acceptable to Government. The stalemate position was 
again reached. 
In 1962, with the speech of Dr. Stirling (see Chapter 3.3), the 
matter of co-operation was stirred up again. Meetings with the Minis-
try of Health, and even with the Prime Minister, resulted in the Grants-
in-aid Regula-tions of 1963 and also in official recognition by Govern-
ment that church medical work had its integral place in the country's 
medical service. In a long speech to the National Assembly, the 
Minister of Health admitted that it had been the policy of the Govern-
ment in the past to run down church medical services and to replace 
them by government ones, but that this policy had been revised. He 
further announced that the proposed Part I of the M.M.C, proposal would 
come into immediate effect (resulting in the 1963 Grants-in-aid Regul-
ations based on the percentage principle) and that Part II would be 
introduced gradually, after full discussions and agreement with the 
institutions concerned. 
After Independence several districts were without government 
hospitals because the number of districts was greatly increased. As 
it was the policy of Government to have free medical treatment available 
at least in each district, Part II could be implemented now without very 
great capital expenditure. 
In February 1965 five church hospitals received confidential 
letters from the Ministry of Health with the request that they become 
Designated District Hospitals. Additional grants were offered for free 
treatment to out-patients and maintenance of in-patients. £100 per bed 
per year was offered on top of the existing grants. 
It was not clear why the Minister did not make this offer via 
the T.C.M A. which was, in fact, the organization which had initiated 
the idea of Part II. Most likely he expected too much delay if done 
via the T.C.M.A., and wanted to implement his plans before his next 
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budget speech in June 1965. Т.С.M.A. insisted on a standard agreement 
instead of individual agreements being made with each hospital. 
All five hospitals, Sumve hospital in Kwimba district (Roman 
Catholic), Nyakahanga hospital in Karagwe district (Lutheran), 
Murgwanza hospital in Ngara district (C.M.S.), Mkomaindo hospital in 
Masasi district (U.M C A . ) , and Kiomboi hospital in Singida district 
(Lutheran) agreed to implement this scheme. The ownership remained in 
the hands of the churches concerned, and free treatment and food was 
supplied, the hospital had to function as far as possible as a district 
hospital. 
The negotiations were carried out in great haste and several 
difficulties arose when the scheme was implemented in May 1965. Extra 
provisions for laundry and kitchen were forgotten, the estimate of the 
increase in patient-attendance after the introduction of free treatment 
was miscalculated, and the function as district hospital with the 
supposed district activities of the doctor-in-charge was not defined. 
In December 1965 the Ministry announced in a circular to all Regional 
Medical Officers that they should not expect the acting D.M.O.'s to do 
district administrative work, or to make routine safaris for the super­
vision of Local Authority dispensaries. In some places responsibility 
for these activities was taken up due to the personal initiative of the 
church and government workers, but in other places they were not accept­
ed and the function of the district hospital was restricted only to 
free treatment for the patients. 
In the 1965 Annual Report of the Ministry of Health the following 
was written about the Designated District Hospitals. "This development 
was a further positive step taken in the implementation of the policy 
of the Ministry of Health to co-ordinate and even to integrate the 
health services, provided by Government and the Voluntary Agencies, so 
as to rationalize the services and obtain the maximum use of scanty 
resources." 
The Minister was criticized by the T.C.M.A. because he passed 
over this officially recognized negotiating body, and it was agreed that 
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future negotiations would be channelled through T.C.M.A. A draft 
agreement for Designated District Hospitals was made by the T.C.M.A. and 
submitted to Government in 1967. 
Two other developments also took place. In Newala, a new mat­
ernity unit was built by the Church on the plot of the government hos­
pital and some staff members of the church hospital half a mile away 
started to work in the new unit. In 1969 the two hospitals officially 
merged and the church workers, including expatriate nursing sisters, 
were emplgyed in tlje government hospital and paid by Government. 
In Biharamulo,negotiations started between Government and a Dutch 
Roman Catholic Sisters' organization in 1965 about the establishment of 
a new church hospital to replace the old outmoded government hospital 
in that district. The first plan was to start the hospital as a 
Designated District Hospital, but due to the efforts of the secretary of 
Т.е.M A all parties eventually agreed that it should become a fully-
integrated hospital. This meant that it should be built and equipped 
by the church organization, that the senior staff (those with salaries 
higher than shs 880/- monthly) should be appointed by the Church, and 
that expatriate and religious staff could not be transferred. 
The hospital was to be handed over on the opening day to Govern­
ment, which would then be responsible for all running costs and salaries 
paid according to local standards. The managerial responsibility would 
be in the hands of a Board of Governors, consisting of three church and 
two government representatives. The hospital would be a government 
district hospital and fulfil all functions of a district hospital 
In November 1969 the new hospital was opened and the old govern­
ment hospital closed down. All patients and staff were transferred to 
the new hospital, except for the District Medical Officer who was re­
placed by the church-recruited Doctor-in-Charge. Two other expatriate 
staff and four religious African sisters were also· recruited by the 
Church. This was the first fully-integrated district hospital in 
Tanzania, but it had taken four years of negotiations to reach this 
point. 
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In the same year Government acted on the 1967 draft agreement of 
T.C.M.A. for Designated District Hospitals and submitted a new draft 
which was discussed at length in different meetings. It became clear 
that Government was more interested in the Biharamulo type of inte-
gration than in the Designated District Hospital system. New names for 
these two types were found, the first one being called: "Integration by 
transfer of ownership", the latter; "Integration by agreement". 
Ironically enough the Chief Medical Officer wrote in his letter 
that nationalization of the services was the aim of integration. This 
resulted in 'loud protests from the T.C.M.A., and was corrected a few 
months later when an official letter explained that the term rational-
ization was meant and that a typographic error had brought about this 
confusion. 
The changing attitude of the Churches towards medical work (see 
Chapter 4) diminished the importance of ownership of institutions and 
their religious identity. At the 1969 T.C.M.A. meeting it was agreed 
to offer Government a list of 31 church dispensaries, which could be 
converted into government health centres. In this way the Churches 
wanted to contribute towards the Second Five-Year Plan of the country. 
The first to be handed over was not a bedded dispensary, but Lui indi 
hospital, famous as the first recognized Nurses' Training Centre. The 
U.C.M.A. agreed to hand it over to Government in 1970 to be run as a 
health centre. No further action has been taken on the other proposed 
centres, except for Kisa in Rungwe district and Nkulwe in Mboni district. 
In 1970 two of the Designated District Hospitals, Mkomaindo and 
Kiomboi, were handed over to Government. The running costs of these 
two hospitals appeared too heavy for the local church and overseas fin-
ancial assistance was insufficient to meet additional expenses due to 
the huge increase in patient attendances. Government had political 
reasons to make them full government hospitals. The church staff 
gradually withdrew. 
It is questionable whether the Bishops of the Lutheran Diocese 
and the U.C.M.A. were wise in handing over their hospitals completely 
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without showing any interest in their future. One can say that Govern-
ment should be able to run its own services, but it is very easy to un-
load the too-heavy financial burden on Government, using this argument. 
It would have been possible to hand over the hospitals under an agree-
ment like the Biharamulo one. In this way the Churches would have 
retained an interest in the health of the community. 
In 1970 Nyerere said "In many areas of the world - and particul-
arly in Africa - the (Catholic) Church has built its own schools and its 
own hospitals. These have been invaluable; they have provided educ-
ation and medical care when there would otherwise have been none. But 
I believe that such provision should be an interim measure, and that, 
wherever possible, the Church members should be working with, and 
through, the organizations owned and controlled by the people them-
selves. Nuns and Brothers should be working in State schools and 
nursing in State hospitals; they should be district nurses in a nation-
al, regional or city structure. By adopting this kind of policy 
wherever it is possible, the Church will be showing that its purpose is 
service to the people, and not control of them" (Nyerere,1970:15). 
In 1971 Mwambani hospital was like Biharamulo, newly-built and 
run by a Board of Governors, and to serve as district hospital for 
Chunya district. The ownership of the hospital was a point of dis-
cussion up until 1973 when it became a Designated District Hospital. 
Since 1971 only "integration by agreement" has been implemented 
and the hospitals of Dareda, Kilimatinde, Litembo and Huruma have be-
come Designated District Hospitals. Their functions as district hos-
pitals were clearly outlined in a Ministry of Health circular of January 
1972, in which supervision of all health services in the district was one 
of the tasks mentioned. The travelling expenses for this work had to be 
submitted to Government. In July 1972 a directive from the Ministry of 
Health was issued, which laid down that only African government-employed 
doctors could become District Medical Officers. This political decision 
completely changed the organizational pattern in districts with a 
Designated District Hospital. The doctors-in-charge of these hospitals 
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lost their authority over the district health services, which was taken 
over by government doctors or assistant medical officers working in a 
government health centre or dispensary in the district. In this way 
contact between the D.M.O. and the district hospital, in most instances, 
was severed. 
In 1973 there were two completely handed-over hospitals with a 
total of 414 beds (Mkomaindo and Kiomboi), one integrated hospital with 
"transfer of ownership" (Biharamulo with 90 beds), and eight Designated 
District Hospitals with a total of 965 beds (Sumve, Nyakahanga, 
Murgwanza, Mwambam*, Litembo, Kilimatinde, Dareda, and Huruma). Neg-
otiations were in process for Mbozi. 
Recently the final version of the agreement of Designated Dis-
trict Hospitals has been accepted by both Government and Churches (see 
Appendix A ) , and most Designated District Hospitals have agreed and 
signed. 
The most recent development is the wish of Government to hand 
Biharamulo hospital back to the Church to be run as a Designated Dis-
trict Hospital. The reasons are not completely clear, but the Ministry 
of Health apparently prefers one standard contract for all integrated 
hospitals and not different contracts, which can be differently inter-
preted. Furthermore there were some problems between government and 
church staff in 1973 which could not be solved with the existing 
structure. 
In the fields of leprosy, tuberculosis, the consultant hospitals 
and training, integration has also been practised. 
Leprosy has always been a special field of interest of the 
Missions and Leprosaria were built in all parts of the country. When 
Dr. H. Wheate came to Tanzania in the early fifties, more contact bet-
ween the different leprosaria was established. In the early sixties, 
leprosy control schemes were started in Bukoba, Sengerema and Tanga, 
following the recommendations of Ross Innes in 1949. It followed that 
leprosaria should become leprosy hospitals for serious cases only. 
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In 1967 all leprosy work in the country was co-ordinated by the 
National Leprosy Advisory and Co-ordinating Conmittee (N.L.A.C.C.) as a 
subcommttee of the T.C.M.A. Government and T.C.M.A. representatives 
were members and Dr. Wheate, then government leprologist, the secretary. 
This committee established in each region the function of Regional 
Leprosy Officer, more often a church employed medical officer with the 
assignment to look after leprosy in the region and be responsible to the 
Regional Medical Officer. The idea was to integrate leprosy work into 
the basic health services. 
Since 1973 all new external aid for leprosy work has been 
channelled through the N.L.A.C.С and Government recognizes the comm­
ittee as the sole body through which all leprosy relief work should 
pass. The costs of the committee are equally divided between Govern­
ment and the Churches. 
In the tuberculosis field co-operation and co-ordination were 
different. In 1957 a tuberculosis control scheme was started in the 
Southern Province with both Missions and Government involved. In 
1964 the Lake Victoria Tuberculosis Scheme started off with financial 
aid from the German Roman Catholic Church. Eight government and eight 
church hospitals in the four Lake Regions were equipped with a tuber­
culosis centre and supervised by a T.B. specialist, stationed in Mwanza. 
B.C.G. vaccination campaigns were performed in all regions with an 80Á 
coverage. The running costs of the scheme were slowly transferred to 
Government and since 1972 the scheme has been completely financed by 
them. Unfortunately the last tuberculosis specialist left the country 
the same year, since when no professional supervision has been available 
for the scheme. 
The two national teaching and consultant hospitals at Mwanza and 
Moshi were financed by Catholic and Protestant overseas aid respectively. 
Both hospitals were recommended in the Titmuss Report of 1964. With 
the opening of the hospitals in 1971 and 1972 another milestone in 
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integration was achieved. Special agreements and the «stab!ishment of 
a Board of Governors consisting of representatives of the donor organ-
ization and Government guaranteed the function of these hospitals as 
government centres and the continuation of the Churches' interest in 
finance, material and manpower. In 1973 negotiations started to hand 
the hospital in Moshi back to the Church organization. In this case 
Government also preferred to"have the hospital owned and managed by the 
Church. 
Training of medical personnel has, in the past, been mainly the 
responsibility of the Churches. All medical assistants and rural 
medical aids' training schools have now been taken over by Government. 
The Churches assist in providing manpower and in making their hospitals, 
to which the schools are attached, available for practical training. 
The training of nurses remains primarily the responsibility of the 
Churches. 
The positive attitude of Government towards integration was 
expressed by the Minister of Health, Mr. A. H. Mwinyi, at the wedicus 
Mundi, General Assembly, in Germany in May 1974, when he said: "The 
fact that we in Tanzania can now boast of having succeeded in getting 
9 voluntary agency hospitals to act as district hospitals is a measure 
of the growing partnership and co-operation between Voluntary Agencies 
and our Government in the field of health. It is also a reflection of 
the healthy growth of a spirit of liberalism among many men and women, 
who are manning the voluntary agency organizations both here and in our 
countries and to them we are very much indebted." 
The actions and the statements of Government indicate that inte-
gration is not seen as a transitional phase to ultimate nationalization. 
It is also not a result of a post-independence "honeymoon atmosphere" 
between Church and State (Blomjous,1973:47). It is the result of a 
balanced relationship between Churches and Government, guided by a 
policy of African Socialism. 
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Chapter 6. INTEGRATION AS SEEN BY CHURCH-EMPLOYED DOCTORS IN TANZANIA 
INTRODUCTION 
In order to get an impression of the attitude of church doctors in 
Tanzania towards the process of integration and towards a community-
orientated- approach in health care, a survey was conducted in 1973. A 
questionnaire with 36 questions (see Appendix B) was composed with the 
help of the Department of Community Medicine, the University of Nijmegen 
in The Netherlands. 
During the annual conference of the Tanzania Christian Medical 
Association in September 1973 the questionnaire was introduced and all 
attending doctors were urged to complete and return it before the end 
of the five-day conference. Of the 60 hospitals represented, 28 
reacted. 
In November 1973 an attempt was made to get a better response by 
sending a colourful postcard as a reminder to all church hospitals in 
Tanzania. This resulted in replies from another 15 hospitals, so the 
overall response was 71% of the total number of church hospitals. 
More answers were received, but they did not represent hospitals or had 
answered twice. These replies were discarded. 
SURVEY RESULTS 
General Data 
The responding doctors were mainly doctors-in-charge (37), while 4 
doctors and 2 non-medical staff members answered on behalf of the doctor 
-in-charge. 
The distribution of nationality and age of the respondents was 
as follows: 
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TABLE 6.1: NATIONALITY TABLE 6.2: AGE DISTRIBUTION 
No % No * 
Tanzam'an 
Dutch 
German 
British 
Other Europeans 
U.S.A., Canada, 
Australia 
Total 
4 
13 
9 
8 
5 
4 
43 
9 
30 
21 
19 
12 
9 
100 
20 -
30 -
40 -
50 -
60 and 
Total 
29 years 
39 years 
49 years 
59 years 
over 
14 
18 
4 
4 
3 
43 
33 
42 
9 
9 
7 
100 
The sex distribution was as follows: males - 38 
f ema 1 es - 5 
Data on Religion 
The distribution of the different denominations of the responding 
hospitals was more or less equal to the national distribution. 
The protestant denominations were subdivided into two groups. 
The Non-Ecumenical Protestants (Pentecostal, Baptist, Mennonite, 
Moravian, Africa Inland Church, Church of Brethren) and the Ecumenical 
Protestants (Anglican, Lutheran). Non-Ecumenical Protestants are those 
groups which are not members of the World Council of Churches, and who 
mainly believe in a literal interpretation of the Bible (see also 
Chapter 4). 
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TABLE 6.3 RELIGIOUS DENOMINATION OF THE HOSPITALS 
Roman Catholic 
Ecumenical Protestant 
Non-Ecumemcal Protestant 
Total 
Total Number 
in 
Country 
28 
22 
10 
60 
Number of 
responding 
hospitals 
22 
15 
6 
43 
Percentage 
of 
Response 
79 
69 
60 
71 
The religion of the respondents was distributed as follows 
TABLE 6.4 RELIGIOUS DENOMINATION OF THE RESPONDENTS 
Denomination No 
No Rel igion 
Roman Catholic 
Ecumenical Protestant 
Non-Ecumenical Protestant 
Total 
7 
15 
15 
6 
16 
35 
35 
14 
43 100 
All Non-Ecumenical Protestant doctors worked in a Non-Ecumenical Protes-
tant hospital, all Ecumenical Protestant doctors worked in an Ecumen-
ical Protestant hospital, except one who worked in a Roman Catholic 
hospital. The Roman Catholic doctors all worked in Roman Catholic 
hospitals, as did six of the seven doctors without religion. Only one 
doctor without religion worked in a Protestant hospital. (It is in-
teresting to note that all doctors who claimed to have no religion - or 
not any longer - came from Holland.) 
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Seven respondents were ordained members and 36 were lay workers. 
Sixteen respondents performed active missionary work, while 24 were not 
active in this field. Three did not answer on this question. 
An attempt was made to measure the religious convictions of the 
respondents, with some questions used by Robinson (1970) in the United 
States. In this question (No.35), b, e, о and ρ received a score rang­
ing from five, in the case of strong agreement, to a score of one, in 
the case of strong disagreement. Questions c, h, j, 1 and η received 
opposite scores. No weight was given to the different questions. The 
total score of the nine questions was added, with a minimum score of 
nine and a maximum of 45. A high total score meant a strong religious 
conviction. The results were as follows: 
TABLE 6.5: RELIGIOUS CONVICTION OF THE RESPONDENTS 
Total Score 
0 - 10 
11 - 20 
21 - 25 
26 - 30 
31 - 35 
36 - 40 
Not answered 
Total 
Number 
0 
9 
13 
7 
6 
6 
2 
43 
Percentage 
0 
21 
30 
16 
14 
14 
5 
100 
Taking the different denominations into account, the following mean 
scores of religious conviction emerged: 
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TABLE 6.6: MEAN SCORES ON RELIGIOUS CONVICTION PER DENOMINATION 
Denomination Mean Score 
No Religion 17 
Roman Catholic 23 
Ecumenical Protestant 32 
Non-Ecumenical Protestant 29 
Hospital Data 
The following information was collected about the hospitals: 
TABLE 6.7: FOUNDATION DATE TABLE 6.8: SIZE OF THE HOSPITALS 
OF THE HOSPITALS 
Before 1940 
1941 - 1950 
1951 - 1960 
After 1961 
No answer 
Total 
No 
11 
2 
15 
12 
3 
43 
% 
25 
5 
35 
28 
7 
100 
Less than 100 beds 
101 - 150 beds 
151 - 200 beds 
More than 200 beds 
No answer 
Total 
No 
13 
13 
7 
8 
2 
43 
% 
30 
30 
16 
19 
5 
100 
In only nine of the 43 hospitals was a Tanzanian doctor employed, four 
of them as doctor-in-charge. Eighteen hospitals had training schools, 
six hospitals were Designated Distr ict Hospitals, one was ful ly inte-
grated and one an integrated consultant hospital. 
The total number of doctors working in each hospital was as 
fol 1ows: 
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TABLE 6.9: NUMBER OF DOCTORS WORKING IN THE HOSPITALS 
Doctors Number Percentage 
One 
Two - three 
Over three 
No answer 
14 
18 
10 
1 
33 
42 
23 
2 
Total 43 100 
The following cross tables give the distances to and the relationship 
with the nearest government and church hospitals: 
TABLE 6.10: DISTANCES TO THE NEAREST GOVERNMENT AND CHURCH HOSPITALS 
Distances to Government Hospitals 
Less than 6-20 21-40 More than Total 
5 miles miles miles 40 miles 
n
ce
s 
to
 
Ho
sp
it
al
s 
• ι - Ι ­
Ο 3 
C J 
Less than 5 miles 
6-20 miles 
21-40 miles 
More than 40 miles 
Total 
1 
3 
4 
. 
2 
3 
4 
9 
3 
8 
11 
. 
2 
3 
13 
18 
. 
4 
10 
28 
42 
(Note: No information about one hospital. 
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TABLE 6.11: RELATIONSHIP WITH THE NEAREST GOVERNMENT AND CHURCH 
HOSPITALS 
Government Hospitals 
Good Fair No contact Bad Total 
(Я 
α. 
о 
-С 
о 
-С 
Good 
Fair 
No contact 
Bad 
Total 
12 
3 
9 
-
24 
2 
2 
4 
1 
9 
3 
1 
3 
-
7 
1 
-
-
-
1 
18 
6 
16 
1 
41 
(Note: No information about two hospitals.) 
The length of service of each respondent in his/her respective 
hospital was as follows: 
TABLE 6.12: NUMBER OF YEARS WORKING IN THE HOSPITAL 
Working years Number Percentage 
Less than 1 year 5 12 
1 - 3 years 28 65 
4 - 6 years 4 9 
More than 6 years 6 14 
Total 43 100 
Twenty-four of the respondents had no other experience in a 
developing country, t h i r t e e n hao other experience in a church h o s p i t a l , 
four in a government hospital and two i n both. 
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One of the questions asked was what was the greatest limitation 
to good service in the hospital; the answers were as follows: 
Lack of staff 8 Insufficient dedication 
Lack of funds 8 of the staff 3 
Lack of time 7 Buildings too small 3 
Lack of support from Others 6 
government 5 No answer 3 
The total number of preventive activities inside each hospital 
was quite high. All hospitals except five issued at least four types 
of vaccinations and had an average of four other preventive activities 
in their hospitals. (In addition to the six possibilities listed, 
some performed sickle cell clinics and separate cooking demonstrations.) 
Family planning was conducted in 26 hospitals (= 60%). Of the 
13 hospitals not offering family planning services, ten were Roman 
Catholic, two Ecumenical Protestant and one Non-Ecumenical Protestant. 
Of two hospitals, no information was given. 
There were relatively few outside hospital activities, the aver-
age being 3.3. (In addition to ten possibilities listed, some had 
anti-trachoma campaigns, supervision over day-care nurseries, and 
tuberculosis home visiting activities.) Most hospitals had only 
mobile child welfare, mobile ante-natal, and mobile vaccination clinics. 
These were usually combined into one team. In the questionnaire, 
however, these activities were separately mentioned and received three 
points instead of one. This means that of the remaining seven outside 
hospital activities listed, only .3 were performed on an average by the 
hospitals. 
The percentage of overseas help for building and running costs 
was distributed as follows: 
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Building Costs No % Running Costs No % 
0 - 21% 
21 - 40% 
41 - 60% 
61 - 80% 
81 -100% 
No answer 
6 
-
2 
7 
26 
2 
14 
-
5 
16 
60 
5 
0 - 21% 
21 - 40% 
41 - 60% 
61 - 80% 
81 -100% 
No answer 
23 
12 
3 
3 
2 
-
53 
28 
7 
7 
5 
-
Total 43 100 Total 43 100 
Attitude towards integration 
Twenty-five respondents (= 58%) were in favour of integration according 
to the Designated District Hospital type. Eleven (= 26%) were against 
it, while five had no opinion and two did not answer. 
The arguments of those in favour were: 
- No financial barrier for the patients : 8 
- More in line with the policy of the country : 6 
- More admissions : 4 
- More possibility for preventive work : 3 
- More out-patients : 1 
- No dependence on church funds : 1 
- No reason given : 2 
Those against in tegrat ion argued: 
More dependant on government 
More out -pat ient attendances 
No f inanc ia l bar r ie r fo r pat ients 
Others 
No answer 
The a t t i t ude towards complete in tegrat ion ( in tegra t ion type I I ) 
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was as follows: Twenty-three respondents were in favour (= 53%), while 
15 (=• 35%) were against, and five had no opinion. 
The main arguments of those in favour of complete integration 
were: 
- More possibilities for outside hospital activities : 8 
- More authority to organize medical services : 7 
- More information about and influence on government policy : 4 
- Others * : 2 
- No answer : 2 
Those against complete integration argued: 
More restricted by government regulations 
Loss of Christian identity of the hospital 
Less possibilities for missionary work 
Possibility of transfer of national staff 
Others 
No answer 
Seventeen respondents thought their church would be in favour of 
the Designated District Hospital type of integration, while six thought 
the Church to be against it. The others had no opinion. 
The ideas of the respondents regarding the attitude of their 
Churches towards complete integration were different. 
Only ten respondents thought that their Church would be in favour 
of complete integration, 17 thought the Church would be against it, and 
16 had no opinion. 
Otìier relevant attitudes 
The ideas of the respondents about preventive, curative and training 
activities were tested by the question, "what would one do with a 25% 
raise in tha hospital budget?" Fifteen respondents (= 35%) gave pre-
ventive activities as the main priority, 13 (=30%) training activities, 
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12 (= 28%) curative work and 1 (= 2%) building activities. Two did not 
answer. 
One of the questions asked, "what were the main positive argu-
ments why respondents wanted to work in a developing country like 
Tanzania?" Another question asked about the main negative points in 
the present working conditions. The answers were as follows: 
The first positive reasons for why respondents wanted to work in 
Tanzania were: 
Medical arguments 
Acting as a Christian 
Possibility for missionary work 
Social arguments 
Other 
No answer 
15 
13 
7 
3 
2 
3 
The first negative points in the present working conditions 
were: 
- Medical arguments : 18 
- Social arguments : 11 
- Co-operation with government : 5 
- Co-operation with church : 3 
- Economic reasons : 2 
- Other : 2 
- No answer : 2 
Also one question was asked (question 35) about the view of the 
respondent on socialism as a pre-condition for proper development in a 
developing country. Nineteen (= 44Ï) agreed or strongly agreed with 
this statement, while twelve disagreed or strongly disagreed. Seven of 
the respondents were uncertain. 
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Analysis 
With a statistical analysis the hypotheses of the writer, developed 
during his survey among different hospitals in Tanzania (see Chapter 7), 
were tested. These hypotheses were: 
I) The more Non-Ecumenical the religious denomination of the respond-
ents, (a) the less interest in preventive and outside hospital 
activities, and (b) the less willingness to integrate. 
II) The stronger the religious conviction of the respondent, (a) the 
less interest in preventive and outside hospital activities, and 
(b) the less willingness to integrate. 
For hypothesis I an order is assumed to be present for the diff-
erent religious denominations. A modern outlook and a co-operative 
(= ecumenical) attitude is assumed to be increasingly present in the 
following order: 
Non-Ecumenical Protestants - Ecumenical Protestants - Roman 
Catholics - No religion. 
This order is expressed in a rankscore from 4 to 1. Whether this is a 
correct assumption can perhaps be argued. But as long as most Roman 
Catholic doctors in Tanzania come from The Netherlands, Germany and 
France, this assumption might be correct. 
For this statistical analysis the technique of multiple regress-
ion was the most appropriate, even with the small sample size. 
The variables used in the analysis were: 
Independent variables 
1. Age 20 - 29 years 
30 - 39 years 
40 - 49 years 
50 - 59 years 
more than 60 years 
Code 
1 2. Sex 
2 
3 
4 
5 
Male 
Female 
Code 
1 
2 
135 
Code Code 
3. 
5. 
7. 
9. 
Religious Denomination: 
No Rel igion 
Roman Cathol ic 
Ecumenical Protestant 
Non-Ecumenical Protestant 
Working in an integrated 
hospital 
No 
Yes 
Present post 
Less than one year 
1 - 3 years 
4 - 6 years 
More than 6 years 
Distance to the nearest 
government hospital 
Less than 5 miles 
6 - 2 0 miles 
21 - 40 miles 
More than 41 miles 
1 
2 
3 
4 
1 
2 
1 
2 
3 
4 
1 
2 
3 
4 
4. Religious Convict ion: 
(Sumscore) 
0 - 10 
1 1 - 2 0 
21 - 25 
26 - 30 
31 - 35 
36 - 40 
Unknown 
6. Former experience in 
a government hospital 
No 
Yes 
8. Size of the hospital 
Less than 100 beds 
101 - 150 beds 
151 - 200 beds 
More than 200 beds 
Unknown 
1 
2 
3 
4 
5 
6 
1 
2 
1 
2 
3 
4 
Unknown 
As Dependent variables were chosen, 
10.Number of preventive activities performed in the hospital 
(Sumscore) 
11.Number of outside hospital activities (Sumscore) 
12.Spending of extra funds, curative priority 
non-curative priority 
Code 
1- 8 
1-10 
0 
1 
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TABLE 6.13: MATRIX OF CORRELATION COEFFICIENTS 
Age 
Sex 
Religious 
Denomination 
Religious 
Score 
Integ. 
Work 
1 
Ζ 
3 
4 
5 
Experience 1n 
Govt. Hosp. 
Duration 
Present Post 
Size of 
Hospital 
Distance to 
Govt. Hosp. 
Sumscore 
prevent. 
act. inside 
Sumscore 
prevent. 
act. outside 
Use of 
extra funds 
Opinion compi 
integration 
Opinion 
towards DDH 
X 
s 
6 
7 
β 
9 
10 
11 
12 
I. 
13 
14 
Age 
1 
1 
. 5 0 " 
.26 
.35х 
-.11 
.06 
. 4 3 " 
-.12 
-.14 
-.21 
-.26 
- . 4 5 " 
-.33х 
- . 5 8 " 
2.16 
1.19 
Ρ ( /г/ 
Ρ ( ΙτΙ 
Sex 
2 
. 5 0 " 
1 
-.10 
.07 
.01 
-.15 
. 4 1 " 
-.01 
-.23 
.04 
-.13 
-.37 х 
-.39" 
-.14 
1.12 
.32 
= .30) 
= .38) 
Rel lg. 
Den. 
3 
.26 
-.10 
1 
. 5 8 " 
-.10 
.03 
.25 
-.15 
-.17 
-.11 
- . 4 7 " 
-.16 
-.18 
-.31х 
2.44 
.91 
= .05X 
= . 0 1 " 
Rel1g. 
score 
4 
.35х 
.07 
. 5 8 " 
1 
-.09 
.18 
.31х 
-.14 
.00 
-.22 
-.31 х 
- . 4 3 " 
-.26 
-.46" 
3.74 
1.35 
Integ. 
5 
-.11 
.01 
-.10 
-.09 
1 
-.19 
-.00 
.12 
. 4 1 " 
.20 
.28 
.08 
-.16 
.24 
1.19 
.41 
Exp. 
Govt. 
Hosp. 
6 
.06 
-.15 
.03 
.18 
-.19 
1 
-.04 
-.02 
-.08 
-.06 
-.17 
-.15 
-.15 
-.07 
1.14 
.34 
Duration 
present 
post 
7 
.43" 
.41" 
,25 
.31х 
-.00 
-.04 
1 
-.35х 
-.03 
-.13 
-.30х 
-.26 
-.21 
-.12 
2.26 
.85 
Size 
Hosp. 
8 
-.12 
-.01 
-.15 
-.14 
.12 
-.02 
-.35х 
1 
-.07 
.36х 
.25 
.10 
-.07 
.04 
2.23 
1.09 
Distance 
9 
-.14 
-.23 
-.17 
.00 
. 4 1 " 
-.08 
-.03 
-.07 
1 
-.14 
.26 
.12 
.07 
.10 
3.02 
1.01 
Prevent. 
act. 
Inside 
10 
-.21 
.04 
-.11 
-.22 
.20 
-.06 
-.13 
.36X 
-.14 
1 
.30х 
.17 
.16 
.39" 
5.05 
1.34 
Prevent. 
act. 
outside 
11 
-.26 
-.13 
- . 4 7 " 
-.31х 
.28 
-.17 
-.30х 
.25 
.26 
.30х 
1 
.36X 
.18· 
.24 
3.37 
2.13 
Extra 
funds 
12 
- . 4 5 " 
-.37 х 
-.16 
- . 4 3 " 
.08 
-.15 
-.26 
.10 
.12 
.17 
.36х 
1 
. 4 1 " 
.32х 
.67 
.47 
Opinion 
compi. 
Integ. 
13 
-.33х 
- . 3 9 " 
-.18 
-.26 
-.16 
-.15 
-.21 
-.07 
.07 
.16 
.18 
. 4 1 " 
1 
. 4 0 " 
1.19 
.93 
Opinion 
D.D.H. 
14 
- . 5 8 " 
-.14 
-.31х 
- . 4 6 " 
.24 
-.07 
-.12 
.04 
.10 
. 3 9 " 
.24 
.32х 
. 4 0 " 
1 
1.33 
.86 
Code 
13. Opinion of complete in tegra t ion , against 0 
no opinion 1 
in favour 2 
14. Opinion of Designated D i s t r i c t Hospital type of 
i n t eg ra t i on , against 0 
no opinion 1 
in favour 2 
The co r re la t i on matrix of the 14 variables is compiled in Table 6.13. 
Discussion: A l l co r re la t ion-coe f f i c ien ts marked wi th one aster isk are 
s i g n i f i c a n t on the S% level (P( / r / )= .30)= .05)* . Those wi th two aster-
isks are s i g n i f i c a n t on the U level (P( / r / )= .38)= .01) * . 
One conclusion from these simple corre lat ions is that outside 
hospi tal a c t i v i t i e s are negatively correlated to the re l ig ious con-
v i c t i o n , to the non-ecumenical level of the re l ig ious denomination of 
the respondents, and to the durat ion of the present post. 
Preventive a c t i v i t i e s inside the hospital have no cor re la t ion to 
re l ig ious denomination or conv ic t ion, but they are pos i t i ve ly correlated 
to the size of the hosp i ta l , the respondent's opinion of the Designated 
D i s t r i c t Hospital type of in tegrat ion and the number of outside hospital 
a c t i v i t i e s 
The a t t i t ude towards the Designated D i s t r i c t Hospital type of 
in tegra t ion is negatively correlated to age, to re l ig ious convict ion and 
to the non-ecumenical level of the re l ig ious denomination. Preventive 
a c t i v i t i e s inside the hospital and non-curative p r i o r i t y in the use of 
extra funds received, are pos i t i ve ly corre lated. 
The opinion of complete in tegrat ion is negatively correlated to 
age and sex, and pos i t i ve ly correlated to the non-curative p r i o r i t y in 
the use of extra funds. 
* Approximations because of non-normality of the data. 
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Multiple regression analysis was then applied to get a clearer 
picture of the relative importance of the nine independent variables. 
As criteria, the variables 10 to 14 were taken successively. 
The main results of this analysis are compiled in Table 6.14. Only the 
(standard) weights greater than .20 are given to improve the readability 
of the table. 
TABLE 6.14: STANDARD WEIGHTS GREATER THAN .20 OBTAINED BY MEANS OF A 
REGRESSION ANALYSIS ON THE CORRELATION-COEFFICIENTS WITH 
1 - 9 AS INDEPENDENT VARIABLES AND 10 - 14 AS CRITERIA. 
Criteria 
Independent 
variables 
1 
Ζ 
3 
4 
5 
6 
7 
8 
9 
R2 
S' 
p
S 
10 
-.21 
.24 
.29 
-.24 
.2574 
10.81 
.30 
11 
-.43 
.3656 
15.36 
.08 
12 
-.22 
-.23 
-.39 
.3539 
14.86 
.09 
13 
-.39 
-.23 
-.23 
.3145 
13.21 
.15 
14 
-.60 
-.32 
.4861 
20.42 
.02 
Note: From the Ρ values 1t Is clear that a more thorough analysis 
could be made with (for each criterion separately) a combination 
of less than 9 variables. But as the intention is to indicate 
trends, this analysis will suffice. 
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Discussion: For criterion 10 (preventive activities), the Table shows 
a positive weight for the size of the hospital and whether it is inte­
grated. 
Negative weights are observed for age, and the distance to the 
nearest government hospital. 
For criterion 11 (outside hospital activities) a negative weight 
is found for the non-ecumenical denomination of the respondent. None 
of the other variables gave much weight to this criterion. 
For criterion 12 (non-curative priority) a negative weight was 
found for age, sex and the religious conviction of the respondent. 
Criteria 13 and 14 (attitude towards complete integration and 
towards the Designated District Hospital type of integration) were anal­
ysed with the first 12 variables considered as independent variables. 
The results are compiled in Table 6.15. (The regression weights 
are represented similarly to those in Table 6.14.) 
TABLE 6.15: STANDARD WEIGHTS GREATER THAN .20 OBTAINED BY MEANS OF A 
REGRESSION ANALYSIS ON THE CORRELATION-COEFFICIENTS WITH 
1 - 12 AS INDEPENDENT VARIABLES AND 10 - 14 AS CRITERIA 
Criteria 
Independent variables ,, 14 
1 -.54 
2 -.34 
3 -.29 
4 -.28 
5 -.26 
6 -.21 
7 
8 
9 
10 .25 .25 
11 
12 .44 
R2 
х
г 
12 
'ш 
.4754 
19.97 
.07 
.5339 
22.42 
.04 
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Discussion: For criterion 13 (opinion of complete integration) the 
Table shows positive weights for the number of preventive activities as 
well as for a non-curative priority. Negative weights were found for 
sex, non-ecumenical denomination, working in a Designated District 
Hospital and experience in a government hospital. 
This means in fact that those whose orientation is towards pre-
ventive activities prefer complete integration, whereas those who had 
the actual experience of integration (in a Designated District Hospital) 
or worked in a government hospital were opposed to complete integration. 
The more non-ecumenical the religion, the more opposition there was to 
complete integration. Females were also more opposed than males. 
For criterion 14 (opinion of the Designated District Hospital 
type of integration) a positive weight was found for the number of pre-
ventive activities inside the hospital and a negative weight for age and 
the religious conviction of the respondent. 
This means that the older and the more religious the respondent, 
the more he/she opposes the Designated District Hospital type of inte-
gration. But the more preventive work he/she does, the more he/she is 
in favour. 
Conclusions 
This survey, with its limitations and weak points, has given some inter-
esting results which should, however, be interpreted with caution. It 
has showed that there was a strong correlation between the age, the sex, 
the religious denomination, and the attitude towards integration. The 
more non-ecumenical and the deeper the religious conviction of the res-
pondent, the more opposed to different types of integration. 
On the other hand, those in favour of integration were more 
preventive-orientated. 
Of the hypotheses mentioned on page 135 hypothesis 1(a) was con-
firmed only for outside hospital activities, while 1(b) was confirmed 
only for complete integration. Hypothesis 11(a) was also confirmed 
only for outside hospital activities, while 11(b) was confirmed only 
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fo r the Designated D i s t r i c t Hospital type of in tegrat ion The d i s -
crepancy between 1(b) and 11(b) w i l l be d i f f i c u l t to explain 
An ideal doctor fo r an integrated hospital in Tanzania emerges as 
A young man, with an ecumenic or no denomination, not (very) r e l i g i ous , 
with preventive o r ien ta t ion and without experience in Designated D i s t r i c t 
or Government Hospitals. 
Note On the survey forms of the doctors working in Designated D i s t r i c t 
Hosoi ta ls, several remarks were made about an atmosphere of d is -
content i n those hospi ta ls . Since the p o l i t i c a l decision of 
July 1972, that only Tanzaman born government doctors can become 
D M 0 , some of the hospitals had l os t the i r d i s t r i c t funct ion. 
Some of the preventive and most of the outside hospital a c t i v i t -
ies were now performed by a D M.O., who was usually stationed at 
a great distance from the D i s t r i c t Hospi ta l , without much contact 
wi th the doctor- in-charge As the D M 0 had only a small vote, 
l i t t l e s ta f f and often unrel iable t ranspor t , most outside 
hospital a c t i v i t i e s had deter iorated. 
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Chapter 7. THE EFFECTS OF INTEGRATION AT DISTRICT LEVEL 
7.1 INTRODUCTION 
During the Biharamulo experiment (see Chapter 8), the hypothesis was put 
forward that integration of government and church medical services 
could create such a structural change in the functioning of a hospital 
that it could really become a centre of health care for the surrounding 
connunity (see page 3). 
To test this hypothesis a study was designed to compare govern-
ment, church and integrated hospitals which served a more or less de-
fined conmunity, under roughly the same conditions. An effort was 
made to compare the community function of the three categories of 
hospitals. 
The following criteria were taken: 
1. Each hospital should serve a more or less defined population of 
not less than 70,000 people. (This number is considered the 
minimum for a hospital delivering all basic health services. 
W.H.O. 1969). 
2. To prevent overlapping of services there should be no other 
hospital within a distance of approximately 50 km by road. 
3. It should be a truly rural hospital, which means that it should 
not be situated in a town of more than 2,000 inhabitants at a 
maximum. 
Of the 62 government hospitals in Tanzania, 21 were regional, 
specialist or consultant hospitals, with an average size of 285 beds. 
They were all situated in major towns or had a specific specialist 
function. 
143 
The 41 government hospitals remaining had an average of 93 beds. 
Only 12 out of these qualified according to the above-mentioned criteria. 
(They were: Bagamoyo, Handeni, Kahama, Kibondo, Kilwa, Kondoa, Mahenge, 
Maswa, Mbulu, Mpanda, Sumbawanga and Utete.) 
The 55 church hospitals in the country had an average of 129 beds; 
of these only 13 fitted the above criteria. (They were: Dareda, Haydom, 
Ifakara, Kilimatinde, Kipatimu, Lugala, Lugarawa, Mbozi, Namanyere, 
Shirati, Sikonge, Turiani and Wasso.) 
The five integrated hospitals which had become Designated Dis-
trict Hospitals in 1965 all came up to the criteria with one exception 
(Murgwanza); it was situated on an artificial island with the Kagera 
River and the borders of Rwanda and Burundi as frontiers. It served a 
population of less than 50,000 inhabitants. 
Of these 12 government, 13 church and 4 integrated hospitals an 
equal sample of three hospitals from each group was drawn. One prac-
tical consideration influenced the selection of the sample. As all 
hospitals had to be reachable by the writer within a limited period of 
time, the hospitals situated in the northern part of Tanzania, where 
most of the integrated hospitals were situated, were chosen first. 
This resulted in the selection of the following hospitals: 
The government hospitals were: 
Kibondo District Hospital 
Kahama District Hospital 
Maswa District Hospital 
The church hospitals were: 
The Roman Catholic Hospital of Dareda 
The Anglican Hospital of Kilimatinde 
The Lutheran Hospital of Haydom 
The integrated hospitals were: 
The Roman Catholic Hospital of Sumve 
The Lutheran Hospital of Nyakahanga 
The Lutheran Hospital of Kiomboi 
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During the survey it became apparent that Kiomboi hospital had no 
files or records available for the previous ten years. After several 
days of intensive searching it was assumed that all files had most prob-
ably been burnt by the Church Authorities when the hospital was handed 
over to Government in 1970. 
Another integrated hospital had therefore to be selected; the 
only remaining one was Mkomaindo hospital (Anglican) in Masasi district. 
Unfortunately it was situated more than a 1,000 km from the other hos-
pitals in the sample, but this inconvenience had to be endured. 
Table 7.1 gives relevant demographic and health data of the areas 
in which the selected hospitals were situated. 
Out of the three church hospitals of the sample, two had become 
Designated District Hospitals in the course of 1971. Unfortunately this 
was discovered only during the survey. But as most of the study was 
concentrated on the activities in these hospitals between 1961 and 1972, 
this disadvantage was accepted. The situation as it stood around 1971 
is therefore used in the comparison with the other hospitals. 
One integrated hospital, Mkomaindo, was handed over to Government 
in 1970 to become a full government district hospital. But the Church 
staff remained in charge until the end of 1972; it is therefore con-
sidered a Designated District Hospital, and not a government hospital. 
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TABLE 7.1: SOME DEMOGRAPHIC AND HEALTH DATA ABOUT THE SELECTED AREAS 
(Main Source, Census 1967) 
Type of Hospital 
Region 
D is t r ic t 
No. of inhabitants 
Area in sq. kms. 
Population density 
per sq. km. 
Annual growth 1957 to 
1967 ( i n c l . migration] 
Birth rate 
Death rate 
Growth 
Sex rat io 
Household size 
Name of Hospital 
No. of general beds 
in 1971 
No. of T.B. beds* 
Other health f a c i l i t i e s 
in the d i s t r i c t : 
- other hospitals 
- Health Centres 
- Govt. Dispensaries 
- Church Dispensaries 
Government Hosp 
Shinyanga 
Kahama 
147.628 
19.943 
7.4 
| 2Ï 
44 
17 
2 .7* 
90 
4.8 
Kahama 
D is t r i c t 
Hospital 
64 
30 
ni l 
2 
16 
5 
Kigoma 
Kibondo 
136,918 
16.0S8 
8.5 
H 
49 
30 
1.9« 
80 
4.5 
Kibondo 
D is t r i c t 
Hospital 
80 
m l 
m l 
2 
17 
3 
nta ls 
Shinyanga 
Maswa 
430,916 
21,368 
20.2 
4% 
55 
21 
3.4% 
94 
6.3 
Maswa 
D is t r ic t 
Hospital 
100 
30 
m l 
3 
28 
3 
Cht 
Arusha 
Hanang 
147,366 
16,057 
18.0 
4 .4 Ï 
49 
15 
3.4Ï 
103 
5.2 
Dareda 
Hospital 
110 
20 
1 
(Hanang) 
8 
6 
irch Hospi 
Arusha 
Hanang 
147,366 
16,057 
18.0 
4 .4 Ï 
49 
15 
3.4% 
103 
5.2 
Haydom 
Hospital 
181 
30 
1 
(Dareda) 
8 
6 
tais 
Singida 
Manyoni 
80,157 
28,620 
2.8 
3 . U 
42 
27 
1.5* 
95 
4 
Killmatinde 
Hospital 
158 
ni l 
M l 
2 
15 
7 
Integ 
Bukoba 
Karagwe 
97,407 
6.700 
14.5 
4.7% 
58 
26 
3.2% 
98 
4.3 
Nyakahanga 
Hospital 
103 
30 
m l 
nil 
13 
4 
rated Hospitals 
Mwanza 
Kwimba 
305,516 
6.087 
SO. 6 
2.4% 
52 
23 
2.9% 
95 
5.5 
Sumve 
Hospital 
177 
30 
m l 
3 
39 
2 
Mtwara 
Masas i 
213,600 
8,940 
23.9 
3.5% 
44 
30 
1.4% 
96 
3.7 
Mkomaindo 
Hospital 
178 
32 
1 
(Ndanda) 
2 
20 
4 
* The T.B. beds are not Included in this study. 
7.2 THE SURVEY 
For seven weeks (July and August 1973) a survey was conducted among a l l 
nine hospitals of the sample. By p r io r arrangement one or two days 
were spent at each hosp i ta l . Most of the doctors-in-charge had already 
col lected the material requested. 
From September to December 1973 the data were processed at the 
Universi ty of Nijmegen in The Netherlands. 
In June 1974 a three-day v i s i t was made to Mkomaindo Hospital and 
in October 1974 some lacking information was col lected during a v i s i t to 
Ki l imatinde Hospi ta l . 
The fo l lowing information from each of the nine hosp i ta ls , divided 
in to three groups, was co l lec ted : 
Curative a c t i v i t i e s from 1961 to 1972 
Out-patient attendances 
In-pat ient admissions 
Del iver ies 
Operations 
Preventive a c t i v i t i e s from 1961 to 1972 
Child Welfare c l i n i c s 
f i r s t attendances 
to ta l attendances 
Ante-natal c l i n i c s 
f i r s t attendances 
to ta l attendances 
Immunizations 
po l io 
triple vaccine 
Health Education 
Outreach activities 
Mobile Maternal and Child Health clinics 
Mobile Public Health Teams (Health Education in the villages) 
Supervision and guidance of staff at dispensaries and health 
centres 
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Training 
New cadres 
Refresher courses 
Quality 
The facilities 
Maintenance of facilities 
Utilization of facilities 
Staff establishment and qualifications 
Stability of the senior staff 
Availability of specialized consultation 
Management 
Administrative system of recording and accounting 
Communication with central and local authorities 
Economy 
Income and expenditure 
Se l f - re l iance 
Amount of overseas help 
Motivat ion of s t a f f 
Religious inf luence 
7.3 SURVEY RESULTS 
The resul ts can be grouped as fo l lows: 
7.3.1 Curative a c t i v i t i e s 
Graph 7.1 to 7.10 give trends in curative activities from 1961 to 1972 
for the three groups of hospitals. For each group simple arithmetic 
means were used; the aim was to indicate trends over the years and to 
get an impression of the workloads of the different categories of 
hospitals. 
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Specialized beds (i.e. tuberculosis and leprosy beds) are not 
included in these figures. It is obvious from the graphs that 1965 saw 
a great increase in curative activities in the integrated hospitals. 
This can be explained by the fact that in that year free treatment was 
started. 
The increase in curative activities in church hospitals after 
1970 can be explained by the fact that two of the three hospitals became 
integrated in 1971. 
All three types of hospital show a high bed-occupancy rate be-
cause they are all situated in isolated areas. This is in contrast to 
the national picture, where church hospitals are mostly under-utilized 
(van Amelsvoort,1970). 
The ratio of new attendances/total attendances of out-patients 
differs greatly for the three types of hospitals. This is mainly due 
to the different methods of recording. In government hospitals each 
patient who does not show an old out-patient card is newly recorded. 
In church hospitals patients are primarily registered according to the 
fees paid. 
The increase in activities could have been due to all kinds of 
minor complaints for which people would not have come if they had had 
to pay. To investigate this a survey was conducted at the writer's 
request at Sumve Hospital in September 1973 (Weijmar Schultz). 
In a systematic sample of 800 out-patients' cards from each of 
the years 1963, 1966 and 1971 (representing 3.5%, 1.6% and 2.1% of all 
new out-patients during those years), the seriousness of the patients' 
complaints was measured. The following grades of seriousness were 
taken: 
Grade I: Not very serious; no laboratory investigations performed 
(or with negative results), no physical abnormalities, no 
antibiotic or other specific treatment. 
Grade II: Needed medical attention; laboratory investigation 
positive and/or physical abnormality, and/or antibiotics or 
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68. 
29. 
U 
4% 
17.1% 
71.8% 
1 1 . 1 % 
20% 
66.6% 
13.4% 
other specific treatment. 
Grade III: Admission. 
The results were as follows: 
Before integration After integration 
Seriousness 1963 1966 1971 
Grade I 
Grade II 
Grade III 
Indeed there was a remarkable increase in the number of out-pat ients 
wi th minor complaints. I t increased from 2% in 1963 to 20% in 1971. 
The percentage of people who needed medical a t t e n t i o n (Grade I I ) 
remained more or less constant. Calculated from the t o t a l number of 
new o u t - p a t i e n t s , however, the fo l lowing f igures come out: 
Seriousness 1963 1966 1971 
Grade I 160 
Grade II 5,448 
Grade III 2,392 
4,368 
18,340 
2,835 
6,345 
21,128 
4,251 
Total Number 8,000 25,543 31,724 
This means that in 1971 15,680 out-patients (=21,128-5,448) who needed 
medical a t t e n t i o n would have stayed away from hospital i f fees had been 
charged (compared with the small increase i n out-pat ients in church 
hospita ls in graph 7.2) . Admissions also increased, whi le the number 
of general beds remained the same over the years. 
Weijmar Schultz concluded, "Patients seemed to be admitted f o r 
less serious reasons before i n t e g r a t i o n " (page 7 ) . The q u a l i t y of out­
p a t i e n t care was probably bet ter before i n t e g r a t i o n . Weijmar Schultz 
s t a t e s , " I had the impression that in 1963 the approach to the pat ients 
was more intensive: comprehensive h is tory- tak ing included social c i r ­
cumstances, systematic screening with laboratory t e s t s , and often 
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resulted in more than one diagnosis" (page 7). 
The number of injections given were also counted because generally 
it is claimed that fee-charging hospitals give more injections to please 
the patients and to make more money. 
The following figures were found: 
1963 1966 1971 
58% 345! 23% 
In number of injections this meant: 
1963 1966 1967 
4,4640 8,684 7,296 
One of the conclusions of this survey could be that Sumve Hospital 
really became accessible to the surrounding community after integration. 
An extra-workload of several thousands of non-serious cases had to be 
taken for granted. 
From graphs 7.9 and 7.10 can be concluded that the patients liked 
the possibility of free treatment in a church hospital. The huge in­
crease in numbers of operations and deliveries could be an expression of 
their confidence in the services. 
вЯДШТМ NUNWOFCKIUTiaeiTDTAl» 
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7.3.2 Preventive activities 
Graphs 7.11 to 7.14 show trends of some preventive activities in the 
three types of hospital. In this the integrated hospitals also had an 
enormous increase after 1965. One integrated hospital combined the 
child welfare clinic with the sick child clinic after 1969. Half of 
the attendances were counted under the child welfare clinic and half 
under out-patients. It is assumed by the writer that the preventive 
work done in ante-natal and child welfare clinics was equal for all 
three groups of hospitals. This could not be assessed and remains an 
assumption. 
At the church hospitals no family planning services were offered 
on an organized basis. At the government and integrated hospitals 
they were offered, but apparently on a very small scale as no figures 
could be found and the activity was hardly mentioned in the annual and 
monthly reports. 
QRAPH 711 NIMIBER OF FIRST ATTENOANCES AT ANTENATAL CLINICS 
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The following Table shows the average number of vaccinations given in 
the different types of hospitals: 
TABLE 7.2: IMMUNIZATIONS IN CHURCH, GOVERNMENT, AND INTEGRATED 
HOSPITALS BETWEEN 1968 and 1972 
Polio Vaccinations 
Church Hospitals Government Hospitals Integrated Hospitals 
1968 
1969 
1970 
1971** 
1972** 
1st 
-
-
170 
520 
1,388 
2nd 
-
-
20 
254 
557 
3rd 
-
-
8 
106 
373 
1st 
* 
? 
980 
452 
1,545 
2nd 
? 
? 
315 
191 
447 
3rd 
? 
? 
119 
103 
236 
1st 
515 
? 
569 
964 
585 
2nd 
277 
? 
261 
272 
316 
3rd 
22 
? 
154 
133 
216 
Triple Vaccinations 
Church Hospitals Government Hospitals Integrated Hospitals 
1968 
1969 
1970 
1971** 
1972** 
1st 
1,091 
306 
320 
708 
1,882 
2nd 
680 
232 
235 
410 
874 
3rd 
423 
160 
165 
287 
591 
1st 
? 
132 
432 
1,045 
1,446 
2nd 
? 
25 
163 
493 
541 
3rd 
? 
17 
69 
325 
296 
1st 
488 
980 
635 
1,321 
1,393 
2nd 
278 
395 
321 
600 
652 
3rd 
193 
131 
186 
471 
492 
One hospital had a Polio vaccination campaign in the District with 
4,200 doses issued in 1968 and 7,550 doses issued in 1969. 
Shs -/50 per dose was charged. The other hospitals had no records 
of polio vaccinations at that time. 
Two out of the three church hospitals became Designated District 
Hospitals in 1971. 
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7 . 3 . 3 . Outreach activities 
- Mobile Maternal and Child Health Clinics 
Al l hospitals ran mobile M.C.H. c l i n i cs but the integrated group did by 
fa r the most work in th is f i e l d ( f igures included in graphs 7.11 - 7.14, 
when the c l i m e s were conducted by hospital s t a f f ) . 
Church hospitals concentrated mainly on the few surrounding 
church dispensaries, whi le government hospital mobile c l i m e s were 
regular ly hampered in the i r a c t i v i t i e s by lack of r e l i ab le transport or 
i n s u f f i c i e n t t ransport funds. 
- Mobile Public Health Teams 
In 1970 the Tanzaman Government developed a plan to send mobile public 
health teams (see Chapter 3) into the villages. These teams were to 
include agricultural, community development, and women's organization 
staff Theoretical education, practical demonstrations, and medical 
treatment were to be the main activities to be performed in the villages. 
However, because of a shortage of funds and transport this plan was not 
realized until 1972, and even then only one team was organized in the 
government hospitals under study. 
Independently of the government scheme, two of the three inte-
grated hospitals started such teams in 1971, one on a rather small scale. 
None of the church hospitals had such teams organized. 
Supervision and guidance of dispensaries and health centres 
Supervision of tne government (formerly District Council) dispensaries 
and health centres was one of the tasks of Government Medical Officers. 
In practice it did not work well and some dispensary Visitors' Books 
showed signatures of visiting District Medical Officers with an interval 
of more than a year. The Government practise of frequently transferring 
D.M.O.'s and the large number of dispensaries to be supervised (ranging 
from 16 to 28 per District) were the most likely reasons for this in-
adequate coverage. The church hospital doctors-in-charge, before 1971, 
supervised only the dispensaries of their own church organization. 
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This was done regular ly but the t o t a l number was not more than three or 
four. 
Two of the three integrated hospital doctors-in-charge took t h e i r 
task as Designated D i s t r i c t Medical O f f i c e r ser iously and had had since 
1968 a regular v i s i t i n g schedule f o r a l l dispensaries i n t h e i r D i s t r i c t . 
The t h i r d integrated hospital started a regular v i s i t i n g programne in 
1972, a f t e r problems wi th the Regional Medical Of f ice about t ravel costs 
had been solved. 
Following the regulat ion of July 1972, which l a i d down that a l l 
D i s t r i c t Medical Of f icers should be Tanzanians, the doctors-in-charge of 
the integrated hospitals no longer had dispensary supervision respons­
i b i l i t i e s . Government Medical Off icers or Assistant Medical O f f i c e r s , 
often not stationed i n the hospital but in a Health Centre, took over 
t h i s task and received special funds f o r i t . No information beyond 
1972 could be obtained about t h i s work from the hospital records. 
7.3.4 T r a i n i n g 
- Нем cadres 
None of the government hospitals had t r a i n i n g schools, but dispensary 
assistants and Ujamaa v i l l a g e medical helpers were regular ly given 
three to six-nranth t r a i n i n g periods i n the h o s p i t a l s . This t r a i n i n g 
was very informal , without sy l labus, and wi th very l i t t l e theory. 
Two of the three church hospitals had nurse/midwives t r a i n i n g 
schools. 
Two of the three integrated hospitals also had nurse/midwives 
t r a i n i n g schools, whi le one also had a rura l medical aid t r a i n i n g school. 
- R e ^ ' e s h e r courses 
(A refresher course is an organized series of lectures and demonstrations 
over a period of not less than three days (W.H.O. 1970:11). 
Two of the three government hospitals arranged refresher courses 
for the hospital staff and the medical workers in the District once 
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every two or three years. It was done without a written programme. 
On one occasion one of the church hospitals ran a refresher 
course for District Council midwives. All church hospitals organized 
some kind of in-service training for their church dispensary workers, 
but not in the form of a refresher course. 
In 1969 all three integrated hospitals started running regular 
refresher courses for medical workers of the District. Two hospitals 
gave courses once yearly with written programmes. The other one did it 
without a programme, but also gave one seminar in the hospital for 
political leaders of the area. 
7.3.5 Quality 
The quality of the services was measured using some of the criteria 
mentioned by Schulberg (1969:289). His best criteria, measuring the 
effects of care and qualitative clinical evaluation, fell outside the 
possibilities of this study. But the standard of facilities present 
and the elements of performance could be studied and these are included 
in the survey. 
As two of the three church hospitals were already integrated 
during the time of the observations, some of the following conclusions 
are not very consistent for this type of hospital. 
- The facilities 
All hospitals had good water supplies and generators for electricity for 
a few hours of each day. All hospitals had equipped theatres, with 
autoclaves and X-ray machines. All church and integrated hospitals had 
libraries; these did not exist in government hospitals. 
The laboratory facilities of the hospitals differed greatly. 
Blood chemistry and serology could be done in all integrated hospitals 
and in two church hospitals. The government hospital laboratories and 
one church hospital laboratory could perform only simple procedures. 
One integrated hospital had a physiotherapy department and an 
orthopaedic workshop. 
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Maintenance of the facilities 
During the writer's visit to the different institutions the following 
facts were discovered 
One government hospital's generator was out of order, while at another 
hospital the generator had just been installed after having lain idle 
for more than two years. All other generators worked well. In one 
government hospital the autoclave had been out of order for three months. 
One government hospital could not use its X-ray machine as the generator 
was not strong enough for it. 
With regard to buildings, the church hospitals gave the impression 
of being the best maintained. All were engaged in repairs or new build-
ing activities or had elaborate plans to do so. 
The government hospital buildings were all in a poor state of 
repair. Broken windows, cracks in walls and holes in floors were 
common. There was no evidence of repair or building activities. The 
fact that another Ministry (Ministry of Works) was responsible for main-
tenance and building perhaps explains the lack of it. 
The integrated hospitals gave the same impression as the church 
hospitals. One hospital had a multimillion shilling project for a 
completely new hospital, this was approved in 1973 
Utilization of the facilities 
The only accurate figures available were those recorded for numbers of 
operations, deliveries and laboratory examinations. Graphs 7 9 and 
7.10 give the figures for operations and deliveries, while Table 7.3 
gives figures for laboratory examinations for the years 1970-71. 
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TABLE 7.3: AVERAGE NUMBER OF LABORATORY INVESTIGATIONS IN GOVERNMENT, 
CHURCH AND INTEGRATED HOSPITALS IN 1970/71 
Stools 
Urines 
¡laematology: 
B/S 
Hb. 
Other (W.C.C.,Diff.,E.S.R. 
sickling, etc.) 
Bacteriology: 
Sputum 
Vaginal/urethral smear 
C.S.F. 
Other (skin & nasal smears 
pus stains, etc.) 
Serology: 
Blood grouping/X-matching 
Other (Kahn, V.D.R.L., 
Widal, Bang, etc.) 
Biochemistry: 
T.T.T., blood sugar, urea, 
bilirubin, etc. 
Cytology 
Cultures 
Govt. Hosp. 
6,670 
2,880 
6,070 
3,100 
160 
530 
230 
10 
50 
260 
15 
nil 
? 
nil 
Churcl 
2 
1 
4 
4 
2 
h Hosp. 
,743 
,868 
,660 
,390 
,060 
878 
555 
60 
40 
325 
538 
365 
28 
20 
Integrated Hosp. 
8,660 
7,370 
17,410 
10,230 
11,080 
1,890 
1,920 
210 
60 
790 
1,050 
680 
? 
35 
TOTAL 19,975 18,530 61,385 
Total No. of out-patients 132,000 24,000 147,000 
Total No. of in-patients 
X 10* 29,240 31,450 50,600 
Total No. of patients' units 161,240 55,450 197,600 
No. of laboratory invest-
igations per patient unit 0.12 0.33 0.31 
* Note: It is assumed that an in-patient requires ten times the number 
of laboratory investigations as an out-patient. This is 
arbitrary. 
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In this Table the figures for Mkomaindo Integrated Hospital were 
not included as since 1969 it had been a regional reference laboratory 
with very elaborate equipment and was therefore responsible for the 
tests of several other hospitals in the region. 
Staff establishment and qualifications 
Table 7.4 gives the staff establishment of the different groups of 
hospitals over 1968,1970 and 1972. 
TABLE 7.4: AVERAGE STAFF ESTABLISHMENT IN GOVERNMENT, CHURCH AND 
INTEGRATED HOSPITALS IN 1968, 1970 and 1972 
Medical Officer or 
Assistant Medical Off. 
Medical Assistant or 
Rural Medical Aid 
Α-Nurse (S.R.N.) 
B-Nurse (Midwife) (E.N.) 
X-ray, Laboratory or 
Pharmacy Assistants 
Nursing Assistants 
Clerical Staff 
Gov 
Hos 
1968 
2 
1 
2 
7 
3 
21 
3 
'ernment 
ipitals 
1970 
2 
2 
3 
9 
4 
26 
2 
1972 
2 
2 
3 
11 
4 
29 
3 
Church 
Hospital 
1968 
2 
1 
5 
9 
4 
10 
1 
1970 
2 
1 
6 
11 
4 
12 
1 
s 
1972 
3 
1 
6 
12 
4 
12 
2 
Integrated 
Hospitals 
1968 
2 
3 
6 
17 
4 
14 
3 
1970 
3 
3 
5 
20 
6 
13 
3 
1972 
3 
3 
4 
22 
6 
17 
3 
Health Office Staff 
(= Sanitary S t a f f ) 4 5 5 . . . . . . 
Ancillary Staff 
(drivers, cooks, mess­
engers, labourers, 
etc.) 18 21 24 23 24 26 28 31 41 
TOTAL 61 74 83 55 61 66 77 84 99 
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The percentage of qualified staff (not including clerical and 
health office staff) in the three types of hospitals was as follows: 
1968 1970 1972 
Government Hospitals 27% 29% ZB% 
Church Hospitals 38« 40% 40% 
Integrated Hospitals 43% 45% 39% 
In two of the three government hospitals an Assistant Medical 
Officer was in.charge in 1972. In the church hospitals there were on 
an average six expatriate staff members, in the integrated hospitals 
four, and in the government hospitals none. 
- Stability of senior staff 
Reliable records of s t a f f changes from 1963 to 1972 could only be ob-
tained about the Medical Off icers in charge. Their t ransfers were 
always mentioned i n the annual reports or were very well known by the 
older s t a f f members. 
During the ten year period the fo l lowing changes took place: 
Government Hospitals 
Church Hospitals 
Integrated Hospitals 
every year on average a new D.M.O. 
every 3J years on average a new doctor-in-charge 
every 3 years on average a new doctor-in-charge 
- Availability of specialized consultation 
None of the government hospitals, two of the church hospitals and two of 
the integrated hospitals were regularly visited by the East African 
Flying Doctor Service. Monthly visits were made and daily radio con-
tact made specialized consultation and requests for quick laboratory and 
pathology results possible. One of the integrated hospitals had two 
specialists for four years. One government hospital had a Chinese med-
ical team with four specialists for two years. All government hospit-
als had occasional visits from an eye specialist or a dentist, but 
unfortunately this happened rarely and irregularly. 
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7.3.6 Management 
Administrative system of recording and accounting 
The best financial statements, monthly as well as annua!, were found in 
the government hospitals. A qualified clerical officer or assistant 
kept records according to the regulations laid down by government 
order. The filing system was also properly organized. 
Two of the three integrated hospitals followed the government 
system of filing and recording. They also employed qualified clerical 
staff. 
Each church hospital had before 1971 its own system of recording 
and filing. Voluntary or part-time expatriate workers had done the 
administration for several years, which made it rather complicated. 
The accounting system in each of the church hospitals was also different 
and sometimes opaque. One church hospital had a well-planned admin­
istrative set-up with proper records. 
Communication with centrai and local authorities 
This was best formalized in government hospitals as the District Medical 
Officer was automatically included in the team of District Heads of De­
partments. He was well informed about all government directives and 
changes. Unfortunately red tape in government machinery made it all 
but impossible to communicate from the lower to the upper echelons of 
the service. This was a major complaint in all three government 
hospitals. 
The integrated hospitals were much less hindered by this red tape 
as they received a yearly lump sum income with considerable freedom on 
how it was to be spent. They were also not troubled by the regular 
transfers of government employees as they employed their own staff. 
During the time that the doctor-i η-charge was also the designated Dis­
trict Medical Officer, his authority and lines of communication were 
about the same as the government D.M.O. But here the personality of 
the doctor came in. While two doctors used these opportunities very 
well, one stuck to his hospital and kept it a curative centre, without 
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developing its functions as a District Hospital very much and without 
much communi cation with other District authorities. 
Church hospitals seemed to have poor official communications be-
fore 1971. 
7.3.7 Economy 
Table 7.5 gives figures on incomes and expenditures for the three groups 
of hospitals in 1968, 1970 and 1971. 
AVERAGE INCOME AND EXPENDITURE OF GOVERNMENT, CHURCH AND INTEGRATED HOSPITALS IN 
1968, 1970 and 1971 (In thousands of shillings) 
Income 
Grants 
Fees 
Overseas gifts 
{+ expatriate salaries) 
Other 
Total 
Overseas building gifts 
Expenditure 
Salaries 
(+ expatriate salaries) 
Drugs 
Food 
Other 
Total 
Buildings 
Government Hospitals Church Hospitals Integrated Hospitals 
1968/69 1969/70 
Allocation all 
from Central 
Government votes 
7 nil 
1971/72 
nil 
1968 
BS 
119 
149 
(+flO) 
1 
434 
660 
1970 
130 
162 
135 
(+90) 
9 
526 
97 
1971 
196 
176 
78 
(+100) 
4 
554 
321 
1968 
579 
2 
71 
652 
350 
1970 
629 
2 
76 
707 
400 
1971 
653 
-
38 
691 
400 
210 
net 
69 
25 
38 
342 
7 
240 
net 
84 
27 
66 
417 
4 
260 
net 
105· 
58 
48 
471 
1 
126 
(+80) 
33 
-
151 
390 
700 
202 
(+90) 
49 
-
199 
540 
123 
205 
(+100) 
59 
-
197 
561 
319 
340 
80 
66 
152 
638 
300 
365 
89 
79 
173 
706 
450 
380 
77 
56 
177 
690 
350 
Note: * From 1970 onwards drugs were included in the vote: Hospital 
services and supplies also included cleaning materials, nursing 
items, equipment, etc. 
- Not included are the incomes and expenditures for training 
schools. As the costs for tuberculosis and leprosy patients 
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were usually not separately mentioned in the hospital recqrds, 
they were all included in the Table. 
- The expenditures on salaries in government hospitals are the 
net expenditures, i.e. after deduction of taxes, National Pro-
vident Fund, etc. 
These expenditures are paid centrally and had to be estimated 
because they were not mentioned in the hospital budgets. 
- The church hospital grants for 1971 were greatly increased due 
to the fact that two hospitals became integrated hospitals half-
way through the year. The salaries for expatriate staff were 
mainly paid from overseas. They were estimated to be 
Shs 80,000 in 1968, Shs 90,000 in 1970 and Shs 100,000 in 1971. 
- The 1971 figures of the integrated hospitals account only for 
two hospitals as one hospital had become a full government 
hospital by that time and its income came from government votes. 
- Church hospitals do not supply food to patients as the relatives 
are usually present to look after them. 
- The fee system in the church hospitals differed. One church 
hospital charged the following fees: 
Out-patients: 
Shs 1/- to Shs 5/- per attendance 
Injections: Shs 5/- extra 
Operations: Shs 40/- to 
Shs 200/- depending on the type 
per of operation. 
To compare the costs of the different groups of hospitals the 
costs per patient day and per out-patient attendance are calculated. 
According to King (1967), Bryant (1969), de Winter (1972) and the 
Planning Unit of the Ministry of Health of Tanzania (unpublished 1972), 
the costs of an in-patient day is about 15 times as high as the costs of 
an out-patient attendance. Based on this calculation the cost per 
patient-unit in each of the three groups of hospitals can be estimated. 
In-patients: 
1st day 
2nd day 
3rd day 
4th day 
ensuing days 
Shs 
Shs 
Shs 
Shs 
Shs 
day. 
15/-
10/-
10/-
5/-
3/-
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The cost per bed"in each type of hospital can also be calculated. 
TABLE 7.6: COSTS PER PATIENT-UNIT AND COSTS PER BED IN GOVERNMENT, 
CHURCH AND INTEGRATED HOSPITALS IN 1Θ68, 1970 add 1971 
(Running costs only) 
1968 1970 1971 
Government Hospitals: 
In-patient days 
times 15 
Total number of out-patients 
Total No. of patient-units 
Costs per patient-unit 
Number of general beds 
Costs per bed 
Church Hospitals: 
In-patient days 
times 15 
Total number of out-patients 
Total No. of patient-units 
Costs per patient-unit 
Number of general beds 
Costs per bed 
Integrated Hospitals: 
In-patient days 
times 15 
Total number of out-patients 
Total No. of patient-units 
Costs per patient-unit 
Number of general beds 
Costs per bed 
23,360 
350,400 
120,106 
470,506 
Sh 0.76 
75 
Shs 4,560 
34,310 
514,650 
19,551 
534,201 
Sh 0.73 
130 
Shs 3,000 
46,355 
695,325 
105,950 
801,275 
Sh 0.79 
131 
Shs 4,870 
29,565 
443,475 
122,291 
565,766 
Sh 0.74 
81 
Shs 5,148 
35,770 
536,550 
23,199 
539,749 
Sh 1.00 
137 
Shs 3,941 
48,545 
728,175 
130,047 
858,222 
Sh 0.82 
133 
Shs 5,308 
29,200 
438,000 
133,372 
571,372 
Sh 0.82 
81 
Shs 5,814 
43,800 
657,000 
24,826 
681,826 
Sh 0.82 
142 
Shs 3,950 
53,655 
804,825 
147,514 
952,339 
Sh 0.72 
144 
Shs 4.791 
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- Seif-Reliance 
None of the government hospitals had any source of income (in cash or 
kind) other than the government votes. 
One church hospital had a vegetable garden and a poultry enclosure 
from which the patients were fed after it became an integrated hospital 
in 1971. Another integrated hospital had a vegetable garden for the 
same purpose. 
Overseas help 
None of the government hospitals received extra help from outside gov-
ernment channels. Occasionally gifts from international organizations 
were received (such as milk powder or Landrovers from UNICEF) via gov-
ernment allocations. In 1968 one government hospital was able to build 
a new patient block with overseas money through the auspices of their 
doctor-in-charge, who was a British lady. The amount of money involved 
was not recorded in the hospital files. 
From Table 7.5 can be concluded that quite a large amount of money 
from overseas filters into church and integrated hospitals. Gifts to 
cover running costs were less abundant in integrated hospitals. Build-
ing activities were apparently the main concern of the overseas donor 
agencies. 
7.3.8 Motivation of Staff 
While observing activities in the different hospitals, the writer noticed 
a distinct difference in the behaviour of the staff. The reasons why 
these differences were present were difficult to understand. It was the 
impression that church hospitals had the best and government hospitals 
the least motivated staff. 
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7.3.9 Religious influence 
The government hospitals had no connection whatsoever with religious 
organizations. 
The church hospitals, before 1971, had a hospital pastor or an 
evangelist who conducted morning praiyers in two of the three hospitals. 
In these hospitals active religious instruction was also given to 
patients and times for prayers reserved in the afternoons. The evan-
gelistic purpose of these two hospitals was clear and accepted by the 
senior staff. 
One of the integrated hospitals also employed a pastor, who held 
morning prayers for the staff. Patients were not actively approached. 
7.4 DISCUSSION 
The findings of this Chapter show that the integrated hospitals perform-
ed very intensive curative and preventive medical services. On the 
curative side this was due to free treatment which started in 1965. 
That this increase is not only due to patients with minor complaints is 
shown in the study of Weijmar Schultz, where the burden of out-patients 
with minor complaints was amply compensated by the huge increase in the 
number of diseased patients who would otherwise have stayed away. The 
national figures showed how many would have stayed away. 
This increase in ' ^ber of patients indicated that the coverage 
of the health service had increased, and that better communication with 
the conmunity had developed. The findings of preventive activities 
showed that the integrated hospitals had used the opportunity to function 
as public health institutions for their areas. The increase in number 
of people seeking curative care may have increased the interest of the 
population in preventive activities. They seemed to have confidence in 
the hospital, and were not frightened to enter. The payment factor 
hardly plays a role as preventive services were also virtually free of 
charge in church hospitals; only a small fee was charged for drugs or 
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for milk issued. 
The outreach activities showed that community functions were also 
best in the integrated hospitals. Church hospitals concentrated on 
dispensaries and clinics of their own denomination and government hos-
pitals were apparently not able to perform many outreach activities. 
Lack of funds, transport, and qualified staff were most likely the major 
constraints. The high turn-over of the doctor-in-charge might also 
have been a negative influence. 
Training of new cadres had traditionally been the main field of 
interest of the churches. This was reflected in the sample, where most 
church and integrated hospitals had training schools. The presence of 
these schools was of very great value to the national health system, but 
not directly to the local community. Therefore it was not discussed in 
this Chapter. The refresher courses for auxiliary personnel in the 
District were of the utmost importance to the comnunity. When these 
pillars of the community health services were not regularly kept up-to-
date, the whole system was threatened with collapse. Here again the 
integrated hospitals were ahead of the other two types of hospitals. 
The quality of the services provided, measured with some of the 
criteria mentioned by Schulberg, seems to have been best in church 
hospitals; the integrated hospitals were a good second, while the gov-
ernment hospitals most likely had poorer quality services. The number 
of laboratory investigations per patient differed greatly as did the 
percentage of qualified staff. Here also the difference in size of the 
hospitals played a very important role. The stability of doctors-in-
charge gave the greatest differences. At a national level no figures 
for quality were available, except the percentage of case mortality. 
In government hospitals this was 2.4% and in church hospitals 1.8% in 
1971. This difference however can be attributed to many factors and 
may well have nothing to do with the quality of care. 
With the present belief that health care in developing countries 
should be more community-orientated than patient centred, a lower quality 
of service was acceptable within certain limits. It was very difficult 
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to judge whether these limits were not overstepped in some hospitals of 
the samóle. On the other hand, church hosoitals may have delivered too 
high a quality and too expensive care for the poor community around them. 
Specialized consultation seemed to be needed much more in govern-
ment hospitals than in church hospitals. This was not the case during 
the survey, when none of the government hospitals received regular 
specialist advice. Perhaps the Flying Doctor Service should concen-
trate on this type of hospital in future. 
In management of services, however, it was the government hospit-
als which bad the best administrative systems. The success of the sys-
tems really depended on the person in charge. In church hospitals, each 
with its own system, administration was not so efficient. 
Communication was also good in government hospitals. Red tape in 
government machinery was however a headache to the government hospitals. 
Integrated hospitals were much less hindered by this disadvantage but 
sometimes had problems with .adapting their administration to the govern-
ment system. Here again the personality of the doctor-i η-charge came 
in; the personality question was of vital importance to the overall 
functioning of the hospital. 
The church hospitals were hardly included in the lines of commun­
ication and how well they were kept informed depended completely on the 
interest of the people responsible, both in the church hospitals and in 
the government authority. 
The economy of the different services did not differ much. The 
cost per bed was the highest in the government hospitals and the lowest 
in the church hospitals. Apart from the higher bed-occupancy rate of 
the government hospitals, the size of the hospital most likely had some 
influence. The average cost per patient-unit was more or less equal for 
the three types of hosoitals, the integrated hospitals being the cheapest. 
Where quality was taken into account, the church hospitals gave 
the best service for the least cost, but also to the least number of 
patients. If one included the non-curative activities, the integrated 
hospitals were most likely the cheapest. From Table 7.5 can be seen 
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that salaries took the lion's share of the hospital budget showed no 
provision for building or repair in government hospitals, while church 
and integrated hospitals had an active building and renovating pro-
gramme. None of the three types of hospitals were particularly self-
reliant. The votes, grants and gifts seemed to be sufficient to cover 
their needs and so they did not look for cheaper methods or other 
sources of income. 
Government hospitals had practically no contributions from over-
seas, while church hospitals received ample support. Most of these 
gifts were spent on buildings. Integrated hospitals received less than 
church hospitals. It can be argued that real self-reliance should mean 
no outside financial help. But as long as no more than Shs 18/- was 
available per person per year for health for the entire country, (Gish, 
1973) every possible assistance from the outside would benefit the health 
care system. Complete self-reliance in these circumstances would be 
impossible. But help from the outside should not decrease the initiat-
ive of the local community which should try to become as self-reliant 
as possible. In the case of integrated hospitals assistance comes 
automatically in line with government policy. For church hospitals this 
can, but also cannot, be the case. 
Staff motivation was perhaps the most important factor in the 
delivery of health services but also the most difficult one to measure. 
Guided by his impressions, the writer gave church hospitals the best 
score. 
Religious influence was obviously present in the church hospitals 
and almost entirely lacking in the government hospitals. Perhaps there 
was a relationship between staff motivation and religious influence, but 
this could not be verified. The influence of expatriate staff could 
not be measured either. 
Summarizing, one can say that the integrated hospitals had the 
most community-orientated health service with a reasonable standard of 
medical care and at reasonable cost. Their function came closest to 
the model presently accepted as the most suitable for a developing 
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country. There was evidence, however, that their function was 
jeopardized by the new policy of the government, which separated the 
district hospital from the D.M.O. in July 1972. 
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Chapter 8. BIHARAMULO DISTRICT HOSPITAL. A CASE STUDY OF INTEGRATION 
8.1 DESCRIPTION OF BIHARAMULO DISTRICT (see Map C) 
Geographic Data 
Biharamulo District is situated in the North western part of Tanzania, 
? 
between Rwanda and Lake Victoria. The area is 10.750 km large (1/3 of 
The Netherlands) and its altitude varies from 1,150 to 1,650 metres 
above sea level. 
The land is rather hilly, the soil consists of red clay rich in 
iron and the vegetation is of the savannah type with some forest. The 
climate is rather cool, especially in the higher areas. It has two wet 
seasons, the "short rains" during October and November and the "long 
rains" between February and May. (Mean annual rainfall 800-1,000 mm) 
Game is plentiful in the District, especially in its reserve and 
surroundings. The sable antelope is one famous species. 
Biharamulo minor settlement is the administrative centre of the 
District and has about 1,000 inhabitants. It was a very strategic 
point for the Germans during the First World War and the old fort is now 
used as District offices. 
Communications in the District consist of mostly all weather 
roads connecting the different trading centres. The main Mwanza-Bukoba 
murram road passes through Biharamulo and gives easy connection to these 
towns at distances of 255 and 180 km respectively. Between 13 to 18 
buses stop at Biharamulo every day, of which three or four make an over-
night stop. There is no electricity in Biharamulo. Piped water is 
available in several houses. Telephone connections are non-existent 
but the post office has a telegraph wireless. The District is admin-
istratively divided into five divisions, each division into three to 
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five wards and each ward into cells of ten houses. 
The District, together with the Districts of Bukoba, Karagwe and 
Ngara form the West Lake Region. This region borders on one side 
Uganda, Rwanda and Burundi. 
Démographie Data (taken from the 1967 census) 
Population: 81,797 (during the 1957 census there were 40,765 inhab i t -
ants in the D i s t r i c t ) 
Population growth: 7% per year (from 1957 to 1967) 
(Estimated population in 1972, 115,000) 
Population density: 7.6 per sq km 
Bi r th ra te : 50 per thousand 
Death ra te : 28 per thousand 
Sex r a t i o : 98 
Household s ize : 4.9 
Age d i s t r i b u t i o n : 0-4 years 14,924 (18%) 
5-14 years 19,143 (23%) 
15-44 years 35,030 (43%) 
over 45 years 12,700 (16%) 
Ethnic groups: Africans - 81,717 
Asians - 80 
Europeans - n i l 
Main t r i bes : Wasukuma - 21,835 (came from Mwanza region) 
Wasubi - 17,599 (or ig ina l inhabitants) 
Wazina - 10,199 (or ig ina l inhabitants) 
Wahaya - 3,568 (came from Bukoba and Karagwe D i s t r i c t s ) 
There has been an enormous immigration of Wasukumas s e t t l i n g in 
the cotton growing areas of Chato along the shore of Lake V ic to r i a . 
Socio-economic Data 
Religion per household: Christians - 5,335 
Moslems - 500 
Traditional - 10,654 
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Occupation: 99.9% are farmers 
Schooling: Never attended - 67,373 
Standard I-IV - 7,495 
V-VIII - 1,944 
IX-XII - 208 
Above - 18 
Number of households with certain agricultural products as main income 
source: 
cotton 7,340 
sorghum 4,157 
bananas 1,473 
coffee 911 
Livestock as main income source: 154 
The health s ta tus of the population 
Population-based morbidity and mortality figures are not available for 
Biharamulo District. The best impression of the most prevalent dis-
eases for which people seek medical care can be gathered from the 
monthly disease statistics of the dispensaries and the hospital in the 
District. 
beans 666 
cassava 643 
maize 266 
groundnuts 258 
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Biharamulo District Hospital (photo; F. Thijssen). 
The Health Team of Biharamulo District Hospital. 
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The two mobile public health teams of Biharamulo District Hospital. 
A dispensary in Biharamulo District. 
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Mobile Team activities. 
TABLE 8.1: DIAGNOSES OF NEW ATTENDANCES PER MONTH, MADE IN 12 OF THE 
14 BIHARAMULO DISTRICT DISPENSARIES FROM JANUARY to 
DECEMBER 1971 
(according to Standard District Council diagnoses list) 
Malaria* 
Respiratory diseases 
Digestive diseases 
Diarrhoeal diseases 
Ulcers 
Eye diseases 
Pregnancy and childbirth 
Wounds and injuries 
Other skin diseases 
Helminths 
Venereal diseases 
Other infective and 
Parasitic diseases 
Deficiency diseases . 
Ear diseases 
Schistosomiasis 
Nervous system diseases 
All other diseases 
Total 
Re-attendances 
Total attendances 
22,603 
20,648 
14,353 
7,200 
5,430 
5,140 
4,646 
3,896 
3,507 
2,624 
2,540 
2,005 
996 
782 
736 
521 
11,357 
108,984 
149,711 
258,695 
* This refers to both "clinical" as well as specified malaria. 
Leprosy patients were separately recorded by the Swedish-
Norwegian Save the Children Campaign against leprosy, which ran the 
leprosy services in the District from 1962 to 1972. During this 
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Deriod 1,768 new leprosy cases were diagnosed, of which 101 were in 1972 
only. 
It is estimated that about 1.9% of the population in Biharamulo 
District has leprosy (Annual Report, Save the Children Campaign,1972) 
Tuberculosis is the other big infectious disease in Biharamulo 
District. Since 1970 the Lake Victoria Tuberculosis Scheme, which has 
16 stations in the 4 lake regions, has included Biharamulo into its 
scheme. In 1971 registration of new patients started which resulted in 
54 new self reporting cases. 
TABLE 8.2: DIAGNOSES OF IN-PATIENT AND NEW OUT-PATIENT ATTENDANCES AT 
BIHARAMULO DISTRICT HOSPITAL DURING THE YEAR 1971 
(International Classification) 
Note 1: Diagnoses were recorded daily. Patients who had lost their 
number card were recorded as new patients. Each new disease 
was recorded, which resulted sometimes in 2 or 3 diagnoses per 
new patient. The diagnoses of out and in-patients sometimes 
overlapoed, depending on the way in which the patient was ad-
mitted, e.g. if he were admitted during working hours and if 
the orooer diagnosis had already been made at the out-patient 
department. 
Note 2: The number of new patients per month was calculated from the 
total of new patient numbers issued that month. 
Note 3: An in-oatient with more diseases was counted only once as an 
in-patient, but all his diseases were recorded. 
Group I. Infectious and Parasitic Diseases Out-Pat. In-Pat. Death 
Amoebiasis 
Bacillary Dysentery 
Tuberculosis of respiratory system 
Other Tuberculosis 
Leprosy 
Whooping cough 
Tetanus 
Acute Poliomyelitis 
Meningococcal Meningitis 
C/F 243 169 15 
48 
29 
47 
7 
3 
109 
-
-
-
20 
75 
23 
5 
3 
28 
7 
1 
7 
6 
1 
-
-
2 
3 
-
3 
180 
Group I. Infectious and Parasitic Diseases 
(continued) 
Chickenpox 
Measles 
Infect ious Hepati t is 
Mumps 
Trachoma 
Malaria (speci f ied) 
Malaria (unspecified and c l i n i c a l ) 
Trypanosomiasis Rhodesian 
Relapsing Fever 
Gonococcal In fect ion 
Syphi l is 
Other Venereal Diseases 
Tinea 
Schistosomiasis Haematobium 
Schistosomiasis Mansoni 
Strongyloides 
Ankylostomiasis 
Ascariasis 
Tr ichur ias is 
Enterobiasis 
F i l a r i as i s 
Trichomoniasis Urogem'talis 
Scabies 
Sub-
Group I I . Neoplasms 
A l l malignant neoplasms 
Uterine Fibroma 
Other benign neoplasms 
B/F 
• tota l 
Out-Pat. 
243 
191 
336 
4 
50 
1 
1,224 
5,524 
-
116 
461 
-
68 
27 
250 
64 
105 
2,899 
183 
90 
2 
1 
-
262 
12,101 
5 
-
-
In-Pat. 
169 
8 
304 
36 
1 
-
407 
-
42 
58 
19 
3 
-
10 
32 
7 
15 
382 
27 
7 
-
1 
1 
9 
1,538 
31 
24 
2 
Death 
15 
-
15 
-
-
-
5 
-
3 
4 
-
-
-
-
-
-
-
-
-
-
-
-
-
-
42 
2 
-
-
Sub-total 5 57 
Group I I I & IV. Endocrine and Blood 
Diseases 
Goitre 7 1 
Diabetes Mel l i tus - 5 
Vitamin A Deficiency 3 
C/F 10 6 
1 
Group III & IV. Endocrine and Blood 
Diseases 
(continued) 
Protein Malnutrition 
Nutritional Marasmus 
Iron Deficiency Anaemias 
Hereditary Haemolytic Anaemias 
Coagulation Defects 
Group V. Mental Disorders 
Psychosis 5 13 
Neurosis 4 3 
B/F 
Sub-total 
Out-Pat. 
10 
352 
87 
144 
8 
-
601 
In-Pat, 
• 6 
37 
10 
151 
12 
6 
222 
Group VI. Diseases of Nervous System 
and Sense Organs 
Meningitis (non meningococcal) 
Epilepsy 
Inflammatory Diseases of the Eye 
Cataract 
O t i t i s Media and Masto id i t is 
Sciat ica 
Other Diseases of the Nervous System 
Group VII. Diseases of the Circulatory 
System 
Acute Rheumatic Fever 
Chronic Rheumatic Heart Diseases 
Hypertensive Heart Diseases 
Other forms of Heart Disease 
Cerebrovascular Diseases 
Venous Thrombosis 
Sub-total 9 16 
-
4 
765 
9 
281 
-
45 
12 
7 
51 
4 
12 
6 
16 
Sub-total 1,104 108 
-
6 
8 
-
-
-
1 
7 
5 
21 
3 
1 
C/F 14 38 
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Group V I I . Diseases of the Circulatory 
System 
(continued) Out-Pat. 
B/F 14 
Other Diseases of Circulatory System 54 
In-Pat. 
38 
7 
Death 
5 
-
Sub-total 68 45 
Group V I I I . Diseases of the Respiratory 
System 
Acute T o n s i l l i t i s 
Acute Laryngi t is and Trachei t is 
Lobar Pneumonia 
Bronchopneumonia 
Bronchit is 
Emphysema 
Asthma 
Empyema and Lung Abscess 
Other Diseases of Respiratory Sys 
Group IX. Diseases of the Diges 
tem 
Sub 
t i ve 
i - tota l 
System 
_ 
-
-
397 
452 
-
116 
-
5,024 
5,989 
14 
73 
159 
432 
61 
2 
25 
3 
4 
773 
_ 
2 
4 
29 
-
-
-
1 
-
36 
Dental Caries 
Other Diseases of Teeth 
Peptic Ulcer 
Gast r i t i s and Duodenitis 
Appendicit is 
Inguinal Hernia without obstruct ion 
Inguinal Hernia with obstruct ion 
In tes t ina l Obstruction 
Cirrhosis of Liver 
Cholecyst i t is 
Gastro-Enter i t i s 
Pe r i t on i t i s 
Other Diseases of Digestive System 
1 
Sub-total 
432 
66 
12 
-
1 
64 
-
-
-
. 
1,206 
-
2,079 
3,860 
12 
5 
6 
2 
8 
69 
6 
1 
4 
1 
378 
9 
11 
512 
-
-
-
-
-
-
-
-
2 
-
19 
-
-
21 
Group X. Diseases of the Geni to-Urinary 
Sys tem 
Nephrit is and Nephrosis 
Prostate Hyperplasia 
Cys t i t i s 
S t r i c tu re of Urethra 
Hydrocele 
Orchi t is and Epididymitis 
Diseases of the Breast 
Other Diseases of Genito-Ur 
Group XI . Del iveries and 
•inary 
Puerpi 
System 
Sub-total 
srium 
Out-Pat. 
3 
18 
2 
44 
402 
469 
In-Pat. 
4 
7 
13 
16 
42 
14 
13 
65 
174 
Pre-eclampsia and Eclampsia 
Hyperemesis Gravidarum 
Threatened Abortion 
Abortion 
Sepsis of Puerperium 
Anaemia of Pregnancy 
Ante-Partum Haemorrhage 
Placenta Praevia 
Post-Partum Haemorrhage 
Retained Placenta 
Ectopic Pregnancy 
Uterine Rupture 
Normal Delivery 
Abnormal Delivery (other) 
Complications of Pregnancy 
24 
361 
11 
5 
22 
85 
20 
13 
1 
5 
11 
27 
3 
2 
533 
126 
145 
Sub-total 385 1,009 
Group XII and XIII. Diseases of Skin and 
Cellular Tissue 
Infections of skin and subcutaenous tissues 949 
Other diseases of skin and subcutaenous 
tissues 221 
Rheumatoid arthritis 
Other Unspecified arthritis 
Osteomyelitis 
Other Dis. of Musculo-Skeletal tissues 1,685 
Sub-total 2,855 
122 
18 
6 
8 
23 
15 
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Group XIV. Congenital Anomalies 
Spina Bi f ida 
Other Congenital Anomalies 
Out-Pat 
Sub-total 
Group XV. Causes of Perinatal Morbidity 
and Mor ta l i ty 
B i r th In jury 
Anoxic and Hypoxic conditions 
Prematurity 
Sub-total 
Group XVI. Symptoms and i l l defined 
conditions 
Examinations and Observations 756 
Group XVII . External Causes of In jury 
Fracture of sku l l 
Fracture of spine 
Fractures and Dislocations 114 
Wounds and super f ic ia l In jur ies 664 
In t racran ia l In jury 
Internal In jury of abdomen and chest 
Foreign Body entering through o r i f i c e 24 
Burns and Scalds 151 
Animal and Insect Bites 32 
Sub-total 985 
Grand Total 29,196 
8.2 THE LEVELS OF HEALTH CARE 
The Hospital 
The only general hospital in the District was Biharamulo government 
hospital, built by the Germans early this century. The oldest available 
written records dated from 1922, when the medical officer of Bukoba 
reported that "the hospital shows signs of age and will soon require 
repairs if nonrenewal" (National Archives, Dar-es-Salaam,Kile No.212). 
The need for a sub-Assistant-Surgeon was mentioned and the 1923 
correspondence showed that one actually had been stationed in Biharamulo. 
Records from 1931 mentioned the presence of 20 beds, without 
separate accomodation for females. In 1933 it became a sleeping sick-
ness centre. In 1938 a hospital vegetable garden was started (with 125 
banana plants, green beans, potatoes, sweet potatoes, tomatoes and 
maize). The initiative in starting this garden was praised by the 
Director of Medical Services in a special letter. By 1949 the hospital 
had 28 beds with yaws patients occupying most of them. In 1961 the 
hospital had 42 beds and at that time a qualified medical practitioner 
was in charge. 
In 1964 it became known that the Roman Catholic Bishop of Rulenge 
Diocese, to which the Roman Catholic Community of Biharamulo District 
belongs, intended to have a church hospital in Biharamulo District. 
This became possible through the Franciscan Sisters of Heythuysen in 
Holland who had funds available for a medical facility in West Lake 
Region where they were already running a boarding school and a bedded-
dispensary. Chato seemed to be the best place for such a hospital as 
medical facilities were lacking and immigration of cotton growers had 
doubled its population in five years' time. But after consultation 
between the Tanzania Christian Medical Association and the Ministry ot 
Health it became clear that Government preferred to have its old 
district hospital replaced. Four years of negotiations followed to 
find the best way in which church and government could co-operate. 
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In 1968 an agreement was reached with the following main points: 
- The Diocese (through the Franciscan Sisters) will build and equip the 
first phase of the hospital (i.e. 60 beds); 
- The Diocese will have the right of occupancy of the land for 99 
years; 
- Government will pay all recurrent costs of maintenance, staff (local 
and expatriate) and transport, as well as treatment given, at the 
same rate as other district hospitals; 
- All materials and equipment imported for this project will be tax 
and duty free; 
- The present hospital will be closed down; 
- The hospital will be ooerated and function in accordance with the 
Christian principles and medical ethics; 
- Recruitment of all senior staff will be done by the Diocese through 
the Sisters; 
- A Board of Governors of five members (two appointed by government and 
three by the Diocese through the Sisters) will be appointed. The 
Chairman will be one of the Diocese appointed; 
- The Board of Governors will be responsible for the functioning of the 
hospital but it will appoint a Hospital Management Board for the day-
to-day running of the hospital. This Board will consist of the 
doctor-in-charge, the matron and the administrator. 
The actual building was started the same year and in November 
1969 this shs 2,300,000 hospital was opened by his Excellency the 
President, Julius K. Nyerere. On that day all buildings were officially 
handed over to Government and the new hospital took over all functions of 
the old hospital that had been closed down. All patients and staff were 
transferred to the new buildings and all rules and regulations for a 
government district hospital became applicable. 
Three expatriate staff members, the doctor-in-charge, the matron 
and the senior staff nurse, were appointed in government service, in 
addition to five African religious sisters. One expatriate sister 
187 
assisted in the hospital kitchen on a voluntary unpaid basis. The 
doctor-in-charge also became District Medical Officer because of the 
transfer of the former D.M.O. 
The new buildings could easily accomodate 90 beds, but only 60 
beds were allowed at the start. In 1971 permission was received to 
increase the number of beds to "0. 
In 1972 funds werp sought for a 3P bedded extension to serve as 
a children's ward. The same Sisters' organization from Holland agreed 
to finance the second phase, together with a second dortor s house and 
a dental unit. Building of nhase II started in 1973. 
The hospital catered for the population of the whole district and 
was not receiving patients from the immediate surroundings only, as most 
hospitals do in develomng countries (King, 1966). 
Q survev conducted during a two-week period in October 1973 among 
10"' of out and in-oatients revealed the following facts. 
TABLE 8.3: TRAVELLING DISTANCE AND MODE OF TRANSPORT OF OUT AND IN-
PATIENTS OF BIHARAMULO DISTRICT HOSPITAL, OCTOBER 1973 
(Dillis,1973). 
less than 5-10 miles more than by bus on foot 
5 miles 10 miles 
Out-Patients 17% 54% 29% 66% 34% 
(128 in total) 
In-Patients 8% 30% 62% 70% 30% 
(37 in total) 
For 27% of the out-pat ients and 13% of the in-pat ients the hos-
p i t a l was the nearest medical centre. This survey was conducted a f te r 
the opening of Chato Health Centre (see page 189) and i t can be assumed 
that before th is opening even more patients from that area came to 
Biharamulo. 
188 
A leprosy hospital wi th 30 beds was present at Katoke, at a 
distance of 7 km from Biharamulo. The Swedish-Norwegian Save the 
Children Campaign owned and ran th is h o s p i t a l . 
The Health Centте 
A Health Centre for Biharamulo District had already been planned by the 
Ministry of Health as far back as 1964. Funds from Government were not 
forthcoming and the need for proper medical care was really pressing in 
this fast-growing community of about 35,000 people, living at a dis­
tance of 40-60 miles from Biharamulo hospital. It was decided to start 
local action. After consultations with the leaders it was agreed to 
convert a comnunity centre, just completed in a self-help scheme, into 
a 20 bed dispensary/maternity unit. Money for the conversion and the 
equipment was donated by various overseas and local church organizations 
of different denominations. 
Funds for a proper Health Centre were also raised in Holland by 
the Chato Parish Priest. In addition he arranged a collection of local 
contributions and received shs 116,000/- in personal contributions from 
the cotton farmers. The Tanzanian government donated shs 125,000/-. 
In 1973 this shs 700,000/- Health Centre with 30 beds was opened. 
It was staffed by staff members from Biharamulo Hospital. The equip­
ment of the temporary dispensary/maternity unit was moved to the new 
place and the community centre used for other purposes. 
The Dispensaries 
Biharamulo District had 16 dispensaries 15-25 miles apart. Two were 
owned by a church organization (one as annex to a 30 bed orphanage), 
while the remaining 14 were, until July 1972, run by the District 
Council, formerly from local taxes and after 1969 with grants received 
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from Central Government. Af ter the abo l i t i on of D i s t r i c t Councils the 
dispensaries came under central government author i ty . 
Five dispensaries had in-pat ient accomodation which was increased 
from 33 beds in 196S to 71 in 1971 ( including Chato dispensary). These 
dispensaries were usually run by a rura l medical a id . A l l other d i s -
pensaries were run by a dispensary assistant who had a half-year t r a i n -
ing in a d i s t r i c t hosp i ta l . Most dispensaries had a female dispensary 
attendant (who issued the drugs) and a sweeper. Each dispensary cared 
for a surrounding community of about 7,000 people. 
The circumstances in which the dispensary personnel were working 
in 1969 were appal l ing , and most had los t contact wi th other medical 
workers. A small survey in 1970 revealed that the two R.M.A.'s working 
in the D i s t r i c t had received the i r t ra in ing 20 years' before, while the 
11 Dispensary Assistants had an average time-span of 15 years between 
the i r t ra in ing and the year of the survey. Furthermore, the las t time 
spent in a hospital fo r a refresher course had been about 5 years' 
before f o r the R.M.A.'s and 9 years fo r the dispensary assistants. 
The fo l lowing table gives an impression of the workload of these 
dispensaries : 
TABLE 8.4: DISPENSARY ATTENDANCES IN ALL BIHARAMUL0 DISTRICT 
DISPENSARIES 
1965 1967 1968 1970 1971 
Number of dispensaries 12 12 12 14 14 
Number of new attendances* 111,493 127,161 127,341 126,127 129,711 
Number of re-attendances 49,934 64,954 73,293 120,110 149,711 
Total 161,427 192,115 200,634 246,237 279,422 
Average attendances per 
work day** per dispensary 45 53 56 59 67 
•Recorded per month 
** 300 work days taken per year 
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The Village Medical Helpers 
Since 1969 village medical helpers had been trained in most government 
hospitals of Tanzania (see Chapter 3). They were primarily destined 
for Ujamaa Villages (see Chapter 2), and were supposed to give medical 
care and advice to their fellow Ujamaa villagers. A three to six 
month informal training was given in the treatment of minor ailments, 
the recognition of serious conditions and the possibilities of disease 
prevention. Payment was done in the form of allotment of working hours 
on the cotmiunal fields. During 1970 and 1971 all four Ujamaa villages 
in Biharamulo District sent locally selected candidates for medical 
training, as did an isolated island community in Lake Victoria. 
After training each medical helper was issued with a medicine box 
filled with those medicines which were allowed in a circular of the 
Ministry of Health, adjusted to local circumstances. Once a month new 
supplies were collected from the hospital stores and a verbal report on 
the work given to the D.M.O. who also checked the attendance, diagnosis 
and treatment records. The workload of these Medical Helpers varied 
between 15 and 75 attendances daily. 
The island medical helper received no payment for his medical 
services; this was decided by the community, although they paid for his 
travelling expenses to the hospital every month. 
The Traditional Healers 
It is estimated that there is one traditional healer to every 20-30 
homesteads (Varkevisser11973(a) ). 
Their influence is very great, but difficult to measure. 
There was no official relationship between them and the govern-
ment health workers. 
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8.3 THE BIHARAMULO EXPERIMENT 
8.3.1 Introduction 
The writer arrived in Tanzania in June 1969 having completed one year 
specialization in surgery and gynaecology and a three month course in 
tropical medicine. The building of Biharamulo hospital, his future 
responsibility, was not yet completed. This seemed a good moment to 
travel around and see the actual work done in Tanzam'an hospitals. For 
two months he worked in different types of hospitals - the integrated 
hospital of Sumve, and the church hospitals of Bukumbi, Sengerema and 
Rubya. Several visits were also paid to the government hospitals of 
Mwanza, Bukoba and Biharamulo. 
It became apparent that most of these hospitals did not function 
as real medical centres for the surrounding community. Sometimes it 
was the personal interest of the doctor-in-charge or his predecessor, or 
the priorities of the hospital owners that could hinder this community 
hospital function. 
The structure of these hospitals could also be a constraint. In 
church hospitals there was an enormous potential of dedicated manpower, 
money and material that was not fully utilized because of lack of 
communication and authority on community matters. 
In government hospitals authority and lines of communication were 
present, but the lack of dedicated manpower, sufficient money and 
material were the major constraint. Furthermore there were always 
yards and yards of red tape. 
In the integrated hospital of Sumve these two types of constraints 
were less prevalent which resulted in a rather unique community-
orientated approach. In this case it was also the keen interest of the 
doctor-in-charge that stimulated this development. 
As the writer was to be more or less in the same position as the 
doctor-in-charge at Sumve (be it even more integrated, as mentioned in 
Chapter 5) a theoretical model was developed, based on the Sumve 
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experiences, after which the community function of Biharamulo hospital 
could be patterned. It consisted of three partly overlapping phases. 
Phase I : An intensive curative approach as both hospital and senior 
(I / ' staff would be new to the community. First the confidence 
of the community (usually based on curative performances) 
should be gained. Proper hospital administration and 
management was also planned. 
Phase II : Concentration on preventive activities inside as well as 
(1970/71)
 outside the hospital. 
Phase III: Concentration on the District medical services with special 
' ' ' emphasis on its organization and the training and guidance 
of its manpower. Special attention was to be given to 
those who had no or hardly any access to medical services 
due to ignorance or geographical constraints. 
It was assumed that the advantages of a government and a church 
structure could be combined to mutual satisfaction. Efforts were made 
to implement this model between 1969 and 1972. The following pages 
give a description of the different health activities in Biharamulo 
District. 
8.3.2 Curative A c t i v i t i e s 
Graphs 8.1 to 8.8 give figures for Biharamulo hospital's number of beds, 
out-patient attendances, in-patient admissions, deliveries and 
operations from 1961 to 1972. The influence of this new, larger hos-
pital with modern facilities was obvious. 
There were no tuberculosis or leprosy beds in the hospital. 
Leprosy patients were sent to Katoke leprosy hospital. Tuberculosis 
patients were all sent for one month of in-patient treatment to Rulenge 
hospital in Ngara District, a distance of 140 km from Biharamulo. 
Rulenge was the nearest tuberculosis unit of the Lake Victoria Tuber-
culosis Scheme. Biharamulo hospital became a member of this scheme in 
1970, but the plan to convert the old hospital into a tuberculosis unit 
could not be realised. 
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8.3.3 Preventive Activities 
Most preventive work was the primary responsibility of the District 
Health Officer (D.H.O.) (= Sanitary Inspector) whose office was on the 
hospital premises. This work was shared between the staff of his 
office and the hospital staff, with the D.M.O. taking overall respons-
ibility. As preventive activities had first priority in Biharamulo, 
especially in 1971, the Health Officer could always rely on transport 
facilities and financial aid. This facilitated the expansion of all 
preventive activities. 
Graphs 8.9 to 8.12 give figures for some of the preventive 
activities in Biharamulo District performed by the hospital and health 
office staff in the hospital and in mobile clinics. Figures from 
church and other Voluntary Agency organizations are not included (see 
8.3.5). 
Family planning was started in 1970 when four people received 
I.U.D.'s and ter were started on oral contraceptives. For 1971 and 
1972 these figures were 15 and 20 for the I.U.D.'s and seven and nine 
for the oral method. People in Biharamulo were apparently not very 
interested in family planning, despite quite some propaganda from the 
hospital staff. 
Since 1971 health education with occasional cooking demon-
strations has been given to admitted patients twice weekly. Small 
groups of patients were collected in the Maternal and Child Health 
Clinic during afternoon hours when this part of the building was usually 
empty. The subject taught was recorded on the in-patients' records 
and during ward rounds the acquired knowledge could easily be checked. 
In 1971 a total of 660 in-patients received this education and in 1972 
there were 535. The checking during ward rounds was done haphazardly, 
but it was the general impression that very little knowledge was still 
present the next day. Health education was not given to out-patients, 
except at the Maternal and Child Health clinics as the waiting area for 
out-patients was completely unsuitable. 
196 
δ! О Χ о -J г < cc < χ 
197 
Outside the hospital preventive activities were performed by the 
Mobile Public Health Teams, the Mobile Maternal and Child Health Clinics 
and individually by staff members of the health office, (see 8.3.4) 
The first responsibility of the Health Officer's staff was to 
check on environmental sanitation and hygiene. It included the control 
of water supply, housing, excreta and waste disposal, refuse disposal, 
vermin control and food hygiene. 
For some of these activities figures are available from 1970 to 
Ί972. The number of pit latrines dug in the District were in 1970: 
430; in 1971: 508 and in 1972: 1,400. The number of food and liquor 
premises closed down because of unhygienic conditions is given in the 
following table. 
TABLE 8.5: NUMBER OF PREMISES CLOSED DOWN IN BIHARAMUL0 DISTRICT IN 
1971 and 1972 
1971 1972 
Liquor premises 12 6 
Food premises 9 4 
Lodging houses 3 2 
Urban dwellings 2 1 
Several were allowed to open again after compliance with the required 
alterations. 
Half-yearly medical examinations of food handlers were carried 
out, as had been the routine in the District for several years. The 
value of these examinations was much doubted, but governmemt regulations 
required it. A new scheme was started in 1971, with a one day Seminar 
for all food handlers in the District. Hygiene and the conservation 
of food were the main topics discussed. This was repeated in 1972. 
Another activity of the Health Officer was the control of milk. 
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By measuring the specific gravity of milk dilution with water could be 
detected. The quality could also be checked. The number of pints of 
milk tested in 1970: 34,600; in 1971: 169,931 and in 1972: 46,104. 
In 1971 only 11 pints were found unsound; in 1972: 203 and a half-pints. 
The disadvantage of this method was that milk sellers had to come to the 
Health Office for the testing, after which there was ample possibility 
to dilute the milk on the way to the customers. A water-tight system 
however was not found, so the testing was continued in the same way. 
Meat inspection was not carried out by the health staff, but by 
the veterinary department of the District. 
New for the District was the introduction of a venereal disease 
control programme. Every three months barmaids in Biharamulo minor 
settlement could be examined and treated if necessary. In 1970 34 bar-
maids took advantage of this opportunity. Their numbers in 1971 and 
1972 were not recorded, but the programme continued smoothly. 
School health was also one of the interests of the health staff 
in the District. Beginning in 1970 all 80 pupils of Katoke Seminary, 
7 km from Biharamulo, were checked annually for parasitic diseases and 
physical fitness. Due to geographic constraints this could not be ex-
tended to other schools. But these schools were regularly visited by 
the health staff and talks given to the pupils on hygiene and the pre-
vention of diseases. In 1971,76 school visits were made to 17 schools 
and in 1972, 69 visits to 26 schools. 
Home visiting was practised by a Public Health Nurse/Nutrition 
Instructor who spent three days per week outside the hospital until 
1970. Then it became apparent that tea parties with relatives and 
friends were the main activities. As no tight control system could be 
invented, and public health and nutrition advice was needed in the 
rapidly expanding Maternal and Child Health Clinics, the home visiting 
programme was completely stopped. 
Twice weekly the prison was visited by the Medical Assistant of 
the hospital, often together with the District Health Officer (D.H.O.). 
New prisoners were examined, sick prisoners treated and lunatics 
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observed. 
Once in a while the only factory in the District, the cotton 
ginnery at Chato, was visited by the D.M.O. and the D.H.O. for in-
spection of safety. 
8.3.4 Outreach Activities 
Mobile Maternal and Child Health Clinics 
Graphs 8.9 to 8.12 give figures of attendances at all Maternal and Child 
Health Clinics, conducted by hospital and health office staff. Since 
1970 there have been eight mobile clinics, added to the existing hospita 
based clinic. Furthermore the Swedish-Norwegian Save the Children 
Campaign had two Norwegian nurses employed in their leprosy hospital at 
Katoke. These two nurses had had their own Maternal and Child Health 
programme since 1963, but from 1970 onwards their activities were co-
ordinated with hospital staff activities, and ante-natal care included. 
There was also one church dispensary which ran such clinics. The 
number of attendances at these Voluntary Agency (V.A.) M.C.H. clinics 
was as follows: 
TABLE 8.6: NUMBER OF ATTENDANCES IN ALL VOLUNTARY AGENCY M.C.H. CLINICS 
IN BIHARAMULO DISTRICT IN 1970, 1971 and 1972 
1969 1970 1971 1972 
Ante-Natal Clinics 
First attendances 
Total attendances 
Child Welfare Clinics 
First attendances 
Total attendances 
nil 68 
nil 201 
1,328 2,039 
11,358 17,804 
1,083 906 
3,063 1,810 
2,709 1,325 
26,729 19,823 
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Besides these Voluntary Agency clinics the District Council 
employed one village midwife who saw about 2,000 ante-natal cases 
yearly. For the whole District the number of M.C.H. clinic attend-
ances was as follows: 
TABLE 8.7: TOTAL NUMBER OF M.C.H. CLINIC ATTENDANCES IN BIHARAMULO 
DISTRICT in 1969, 1970, 1971 and 1972 
Ante-Natal Clinics 1969 1970 1971 1972 
Estimated Number of pregnant 
(55/1,000*) 
First attendances, seen by 
- hospital staff 
- V.A.'s 
- District Council 
Total first-attendances 
Estimated Coverage 
Total attendances, seen by 
- hospital staff 
- V.A.'s 
- District Council 
Total attendances 
Average Number of attendances 
pregnant woman 
women 
per 
5,150 
634 
nil 
600 
1,034 
20% 
2,391 
nil 
1,964 
4,355 
4.2 
5,511 
1,596 
68 
720 
2,384 
43% 
4,560 
201 
2,296 
7,057 
2.9 
5,896 
1,905 
1,083 
1,310 
4,298 
72% 
6,581 
3,063 
3,180 
12,824 
2.9 
6,309 
1,779 
906 
1,947 
4,632 
73% 
6,236 
1,810 
5,607 
13,653 
2.9 
Child Welfare Clinics 
Estimated Number of children under 
5 (18% of the population) 
First attendances, seen by 
- hospital staff 
- V.A.'s 
- District Council 
Total first attendances of newly 
registered children 
Total attendances, seen by 
- hospital s ta f f 
- V . A . ' s 
- District Council 
Total attendances 
16,856 18,036 19,296 20,649 
276 1,868 
1,328 2,039 
nil nil 
1,970 1,576 
2,709 1,325 
nil nil 
1,604 3,907 4,679 2,901 
1,400 6,068 9,122 11,413 
11,358 17,804 26,729 19,745 
nil nil nil nil 
12,758 23,872 35,851 31,158 
*Note: This f igure of 55/1,000 is made up from the b i r t h rate 
(50/1,000) and an addit ional 10% for la te abortions and 
s t i l l b i r t h s . 
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The coverage of the Child Welfare Clinics in the District can 
not be estimated as the number of children on register before 1969 is 
unknown. Also the average number of attendances per child cannot be 
calculated. 
Tramunizations 
Vaccinations were given at all Child Welfare Clinics in the District, 
but sometimes the supply was very irregular and several courses could 
not be finished because of this. The following Table shows figures 
for the number of vaccinations given in 1970, 1971 and 1972. 
TABLE 8.8: NUMBER OF VACCINATIONS GIVEN IN BIHARAMULO DISTRICT 
DURING 1970, 1971 and 1972 
1970 1971 1972 
by Hosp. by V.A.'s by Hosp. by V.A.'s by both 
staff staff V.A.'s + 
Hosp. staff 
Polio - 1st 
2nd 
3rd 
Total 
Triple - 1st 
Vaccine
 2nd 
3rd 
Total 
Measles 
Sma11 pox 
- first 
- re-vacc. 
Total 
B.C.G. 
dose 
dose 
dose 
dose 
dose 
dose 
2 
21 
63 
84 
160 
120 
89 
369 
162 
139 
85 
385 
,300 
,118 
.376 
,496 
-
775 
577 
502 
1,854 
770 
561 
504 
1,835 
524 
2,635 
8,755 
11,390 
667 
1 
1 
2 
2 
,142 
,014 
709 
,865 
948 
872 
520 
,340 
? 
. 
-
-
7 
1,516 
1,250 
1,160 
3,926 
1,667 
914 
847 
3,428 
1,791 
1,014 
5,997 
7,011 
32,799 
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In 1970 a smallpox mass vaccination campaign, sponsored by the 
W.H.O., covered over 90% of the inhabitants of Biharamulo District, with 
84,496 persons vaccinated. In the same year a measles vaccination 
campaign was launched with a total of 2,300 children vaccinated. Un-
fortunately most vaccinated children got measles just as seriously as 
non-vaccinated children during the next epidemic. This has been the 
subject of much correspondence with headquarters as this had also been 
the experience of several other doctors in West Lake Region. Most 
likely the handling of the vaccines during their 1,200 km trip from Dar-
es-Salaam to Biharamulo had been the cause of its failure. 
A B.C.G. mass vaccination campaign was announced for 1971 by the 
Lake Victoria Tuberculosis Scheme, but the campaign had to be postponed 
due to lack of vaccine. In 1972 the campaign was held from January to 
March and 31,353 children under 15 years were vaccinated. The side 
effects of these vaccinations were rather annoying and had a very neg-
ative influence on the mobile public health team activities in the Dis-
trict (see page 205). A school survey of these complications was 
conducted in February and March 1972. In total 377 children were 
examined at five different schools spread over the District. Forty-two 
percent of the children had ulcers at the site of the vaccination with 
a mean size of 5.8 mm. Of these ulcers 202 were septic. (Mulder,1972) 
The people were really frightened after this campaign and much had to be 
done to restore confidence in the health services. 
Mobile Public Health Teams 
In December 1970 this team was started, using hospital staff and with 
the assistance of political leaders, the agricultural department, the 
community development (maendeleo) department and the women's organ-
ization. The administrative and political system of the District 
guaranteed good attendance at each announced visit. By this means all 
villagers were informed about the purpose of the team and were urged by 
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the ten cell leaders to attend. Three times per week the team went to 
a village where talks were given on how to prevent certain diseases, how 
to improve agriculture, livestock and poultry keeping, and in general 
how to improve the living conditions in the village. After these theo-
retical talks, some practical demonstrations, mostly on nutrition, were 
given followed by curative medical care for those who asked for it. 
During the first five months of the programme 31 villages in two wards 
were covered with an average attendance of 190 people per day. It was 
the impression .that the large response was mainly due to the possibility 
for curative care during team visits. In April and May 1971 a revisit 
was made to 16 out of the 31 villages in order to build pit latrines 
with the help of the male population of the villages. On an average 
10 to 15 men gathered with their own building materials for a pit 
latrine. 
In June 1971 a third ward was tackled by the team and nine vill-
ages were visited with an average attendance of 230 villagers per 
session. Unfortunately no funds for transport costs were received from 
headquarters at the beginning of the new financial year, and the team 
activities had to be stopped in July. After four months it was started 
again as sufficient funds were received together with a new landrover as 
a gift from UNICEF via headquarters. The old landrover, completely worn 
out, was replaced just in time. In mid-October the team started again, 
but had to stop again towards the end of November due to heavy rainfall 
which made the roads impassable. During this period five villages 
were visited, with an average attendance of 149 villagers per session. 
In January 1972 a second landrover was received from a Dutch 
Church organization, with sufficient funds to run it for the coming one 
and a half years. Two teams could then cover the District. Three days 
per week could be used for mobile Public Health Teams and the other days 
for mobile Maternal and Child Health Clinics, supervision and guidance 
of dispensaries, and sanitation duties of the Health Officer. A pro-
gramme was made for both landrovers, each of them covering a certain 
area, starting the second half of January. 
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During January ten villages were visited, but only an average of 
54 people attended per session-. In February it dropped to 30 per 
session for one team (ten visits) while the other team which happened 
to work in the area where the B.C.G. vaccination team started, that 
month got no attendances at all. It was clear that the B.C.G. vaccin 
ation campaign had interfered with the progress of the health teams. 
One team had to be stopped, and concentrated itself on other District 
activities. The other made eleven visits in March (with 39 attendances 
on an average per visit) and eleven visits in April (with 38 attendances 
on an average per visit). The population feared the teams and was 
afraid that another vaccination campaign would follow. 
In May the teams were both stopped from mobile public health 
activities, but continued with the other mobile District activities. 
In December 1972 they were introduced again by means of meetings 
with several ward development committees. In January 1973 they started 
again and were received with the same enthusiasm as in 197D, with an 
average attendance of 178 people per visit (15 visits in January 1973). 
In addition to the hospital mobile teams, mobile teams were 
started at dispensary level. In 1971 a team was started from one dis­
pensary and in 1972 the scheme was extended to three dispensaries. The 
dispensary assistant or rural medical aid went once a week on foot or by 
bicycle to a nearby village mostly with his dispensary attendant. A 
medicine box was carried in order to treat sick villagers on the spot, 
after the delivery of some talks on health and dise э. The sweeper 
was left behind at the dispensary to deal with minor ailments and 
dressings and to direct serious patients to the village where medical 
care was being delivered that day. In this way the disadvantage of 
walking long distances became more equally divided among the patients 
from that area. 
Supervision and Guidance of Dispensaries 
During the first year of the new hospital only one or two visits to all 
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dispensaries, Ujamaa villages and an island in the Lake Victoria could 
be made by the D.M.O. together with the D.H.O. and the medical super-
visor of Biharamulo District Council. In 1971 it became routine to go 
out once a week to visit two or three dispensaries in the District. 
The work in the dispensary was checked and guidance was given on diag-
nosis and treatment. A newly-introduced administration system made the 
supervisory work easier, especially regarding the misuse of drugs. Al-
so church dispensaries were included with special attention to Nyama-
hanga where an orphanage with 30 children was visited on the first 
Wednesday of every month. 
8.3.5 Training 
Training of new cadres 
Biharamulo hospital had no recognized training function. An applica-
tion in 1971 for the establishment of a Village Midwives' School never 
received any attention from headquarters. The only new cadres that 
were trained in the hospital were sleeping sickness field assistants, 
dispensary assistants and village medical helpers. Their training was 
completely informal without a written syllabus or a formal examination. 
It was the D.M.O. who decided or the intensity of these training pro-
grammes. 
From 1970 to 1972 a total of four sleeping sickness field assist-
ants, one dispensary assistant and six village medical helpers were 
trained during a six month course in the hospital. 
Some other cadres received practical training only, such as two 
students from the medical assistants school in Tanga for one month and 
four medical students from the University of Nijmegen in The Netherlands 
for four months. 
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Refresher Courses 
Prior to 1970 no refresher courses were given at Biharamulo Hospital. 
The first one for all eleven dispensary assistants and two rural medical 
aids in the District was given during one week in December 1970. 
Several hospital staff members gave talks on 35 different subjects and 
the practical value of the "Standard Treatment Biharamulo", an eleven-
page stencil, issued in April 1970, was discussed. 
A new drugs requisition form for all dispensaries was introduced. 
At the end of the course a written examination in Kiswahili with 58 
questions was held. Two participants failed this examination and their 
annual increment withheld as was announced beforehand. 
In 1971 an "individual refresher course" was started. Each 
dispensary assistant or rural medical aid followed a one-month course in 
the hospital according to a fixed programme (see Appendix C) with a 
verbal examination at the end. In the meantime his place in the dis-
pensary was taken over by a travelling rural medical aid, who was 
specially instructed in the organization of the dispensary adminis-
tration and the overall work in a dispensary. At the end of each stay 
in a dispensary he submitted a written report to the D.M.O. including a 
judgment on the performance of the workers in the dispensary. In this 
way it became possible to find weak points in the medical system of the 
District. All expenses of this scheme were paid by a Dutch Developing 
Aid organization. 
In April 1972 a second one-week refresher course was given for 
all dispensary assistants and rural medical aids, again concluding with 
a written examination in Kiswahili. 
Other cadres who received refresher courses or in-service train-
ing in the hospital were two village midwives of the District Council 
and all nursing assistants from the hospital who had been given a one-
hour in-service training every week since 1971. Daily in-service 
training existed for all auxilliary staff in the process of delegation 
of clinical duties. The medical assistant was trained to perform 
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surgical procedures and the nurses were trained for treatment procedures 
during night duties. 
8.3.6 Quality 
The quality of the services is considered with the same indices as used 
in Chapter 7. 
The facilities 
The difference in facilities between the old and the new hospital was 
very great. In the old hospital the laboratory, pharmacy, theatre and 
sterilization room were very small, dark and poorly equipped. There 
was no electricity and kitchen and laundry facilities were minimal. 
The new hospital was very modern, equipped with a steam install-
ation for the kitchen, the laundry and the autoclave. There was a 
generator which illuminated the hospital premises between 7 and 10 p.m. 
and a separate generator which supplied electricity for the X-ray equip-
ment and for the two theatres. 
The buildings were very spacious with in-patient rooms for four 
to eight patients per room. This increased the nursing care as well as 
the cleaning problems, but on the other hand gave privacy to patients in 
a serious condition or on the fringe of death. A library was started 
in 1970-and in 1972 over 70 books were stocked, mostly donated or pur-
chased from cash gifts. 
Maintenance of the facilities 
For minor repairs a good relationship with the District Officer-in-
charge of the Ministry of Works secured prompt and proper action. But 
•najor works like the improvement of the water drainage system and an 
alteration in the out-patients department to get one-way patients' 
traffic, could only be done after prior permission from headquarters. 
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As two Ministries were involved the practical outcome was, as expected, 
nil, and it was decided to use available church monay for major works. 
The maintenance of the generator and the steam installation gave 
problems. A mechanic had to travel 180 km from the regional head-
quarters for the generator, while the steam engine even needed Nairobi-
based expertise. Fortunately the Diocesan mechanic, a brother from the 
White Fathers, who had installed all hospital equipment, remained avail-
able until 1972 and kept all machines in perfect running order. 
U t i l i z a t i o n of the facilities 
Figures for operations and deliveries are given in graphs 8.7 and 8.8. 
The laboratory figures are given in Table 8.9. The laboratory services 
were always a great headache as the auxilliaries-in-charge changed 
regularly and were not able to deal with the simplest equipment for 
blood chemistry, etc. In November 1971 a new laboratory auxilliary 
started to use this equipment properly. 
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TABLE 8.9: LABORATORY INVESTIGATIONS AT BIHARAMULO HOSPITAL IN 
1968 and 1971 
2,961 
2,700 
5,687 
? 
171 
225 
? 
26 
8,503 
5,690 
9,585 
2,476 
680 
816 
812 
58 
1968' 1971 
Stool 
Urine 
Haematology: 
B/S 
Hb. 
Other (W.C.C. , Diff. , E.S.R., Sickling, etc.) 
Bacteriology: 
Sputum 
Vaginal/urethral smear 
C.S.F. 
Other (skin and nasal smears, pus s t a i n s , 
e t c . ) 36 44 
Serology: 
Blood grouping/X-matching 
Other (Kahn, V.D.R.L., Widal, Pregnosticon) 
Biochemistry: 
Blood sugar, urea 
Cytology (via Dar-es-Salaam) 
Cultures (via nearby church hospital) 
Total 
Total Number of Out-Patients 
Number of In-Patients X 10** 
Total Number of Patient units 
Number of laboratory invest igat ions per pat ient un i t 
* Most in Bukoba 
** As i n Chapter 7, i t is assumed that an i n - p a t i e n t uses the 
laboratory f a c i l i t i e s ten times more than an out-pat ient . 
53 
? 
nil 
? 
nil 
11,859 
55,564 
17,810 
74,374 
0.15 
29 
78
; 
39 
П8
: 
0. 
855 
128* 
2 
84 
4 
,737 
,816 
,780 
,596 
.25 
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Staff establishment and its qualifications 
Table 8.10 gives figures of the staff establishment of Biharamulo 
hospital before (1968) and after integration (1970 and 1971). Sleep­
ing sickness and other patrol staff are not included. 
TABLE 8.10: STAFF ESTABLISHMENT IN BIHARAMULO HOSPITAL IN 1968, 1970 
and 1972 
1968 1970 1972 
Medical Officer or Assistant 
Medical Officer 
Medical Assistant or Rural 
Medical Aid 
Α-Nurse (= S.R.N.) 
1 
1 
2 
1 
(+ one for 3 months) 
1 
3 (+ 1/6) 
2 
2 
3 (+ I ) 
B-Nurse (or Nurse/Midwife) 
(= E.N.) 6 6 (+ ¿) 8 (+ 1/3) 
X-Ray, Laboratory or 
Pharmacy Assistant 
Nursing Assistant 
Clerical staff 
Health Office staff 
Ancillary staff 
(drivers, cooks, 
messengers, sweepers, etc.) 
Total 49 60 73 
Percentage of qualified staff (not including clerical and Health Office 
staff) 29% 27% 27% 
3 
13 
1 
4 
18 
3 
14 
2 
3 
27 
4 
14 
2 
5 
32 
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Staff stability 
Biharamulo had three different D.M.O.'s between 1962 and 1965. From 
1965 onwards the same doctor remained D.M.O. until the new hospital was 
opened in 1969. In 1972 the next change took place. 
Nursing and other staff were regularly transferred, as was cormon 
with civil servants. Expatriate and religious staff could not be trans-
ferred by Government after integration, which gave the hospital a 
permanent nucleus of at least eight people. 
In 1970, however, four African religious sisters were replaced by 
four others on the decision of the Sisters' Congregation. 
Availability of specialized consultation 
Every effort was made to get the Flying Doctor Service to Biharamulo. 
An airstrip near Katoke was reievelled with financial assistance from 
the Game Department. A few days before the Flying Doctor was to arrive 
the unrest between Uganda and Tanzania developed, and the airstrip was 
no longer available for civil flights. 
Dental care was provided by the regional dentist of Bukoba, who 
came twice in 1970, and has come four times per year since 1971. 
Mental patients found their best specialized care with the 
traditional healers. Those who did not react to drug therapy and were 
not too violent were sent back to their villages to receive traditional 
care. At least four cases were seen, cured, afterwards by the writer. 
It was hoped that more traditional healers could be included in the 
District's referral system, but unfortunately no proper ways of contact 
could be found. 
Cleanliness of the premises 
Biharamulo hospital was well known for its cleanliness. Building lay 
out, materials used, and the employment of ten sweepers were the major 
reasons. Furthermore, a weekly cleanliness round was performed in 
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1970 by the D.M.O., the matron and the staff nurse. The results were 
published immediately after the round at the notice board and caused, 
besides great hilarity, a spirit of competition among the sweepers and 
other ancillary staff. After some months it was possible to reduce the 
frequency of the rounds as the atmosphere of pleasant competition 
secured a clean hospital. 
Θ.3.7 Management 
Administrative system of recording and counting 
All administrative procedures were performed according to Government 
regulations. Only the patients' administration was altered with the 
opening of the hospital. Out-patients received a small number + name 
card in a plastic cover to take home. The out-patients' records were 
kept on number in the hospital. The effort of having an alphabetical 
system in addition to the number system appeared to be too great as 
names were regularly changed. It was abandoned. 
The recording of out-patient diagnoses was done daily on a sten­
cilled form by each clinical person attending out-patients. 
For in-patients several new stencilled forms were introduced, 
such as laboratory request forms, pre- and post-operation forms, 
anaesthesia reports, night treatment forms, doctor's call forms (until 
1971 when a telephone was installed), premature growth sheets, and 
diagnosis and treatment forms for patients referred from dispensaries. 
Communication with central and local authorities 
It was of great advantage to be both in government as well as in church 
service. What was collected or invented in the role of church worker, 
could be spent or implemented as government official. Channels of 
communication were open and formalized, facilitating the relationship 
with both ends. The only hindrance was the red tape in the government 
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administration. 
Communication with headquarters was difficult and often no 
replies were received. At the regional level communication was very 
good, one of the main reasons being the outstanding capacities of the 
Regional Medical Officer. At the district level communications were 
good, and as pleasant as could be expected in such a small civil ser-
vants' community. 
One disadvantage of the government status was the great number of 
medico-legal duties. Apart from court cases, for which days sometimes 
had to be spent in idleness at Bukoba, 180 km from the hospital, post-
mortems also consumed time. During 1970, 1971 and 1972 a total of 30, 
51 and 55 post-mortems were performed respectively. Many of them in-
volved extensive travelling to distant places. 
8.3.8 Economy 
Expenditures are given in Table 8.11. During the 1968/69 and the 
1969/70 financial years no proper votes were received because of the 
uncertain date of opening of the new hospital. Therefore figures from 
1967/68 and 1970/71 are taken instead. All incomes were received from 
Central Government votes. 
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TABLE 8.11: EXPENDITURES OF BIHARAMULO HOSPITAL (in T. Shillings) IN 
THE FINANCIAL YEARS OF 1967/68, 1970/71 and 1971/72 
1967/68 % 1970/71 % 1971/72 
Transport and Travelling 
Office and General 
Plants and Vehicles 
Hospital Services and 
Supplies (after 1970 includ-
ing drugs) 
Drugs 
Diets 
Uniforms 
Travelling on leave 
Upkeep of Station 
Preventive Services 
Sleeping Sickness Services 
Estimated net salaries 
Total 
Total Number of beds 
Costs per bed 
No. of Out-patients 
No. of In-patient days 
X 15* 
Total No. of patient units 
Costs per patient unit 
3,242 
685 
5,611 
9,836 
23,350 
18,867 
-
-
-
-
-
160,000 
221,591 
42 
5,275 
48,981 
(16,242) 
243,637 
292,618 
shs 0.76 
1 
-
3 
4 
11 
9 
-
-
-
-
-
72 
100 
5,405 
424 
27,000 
79,986 
-
38,000 
-
-
-
-
-
210,000 
360,815 
70 
5,154 
73,010 
(30,660) 
459,900 
532,910 
shs 0.68 
2 
-
7 
22 
-
11 
-
-
-
-
-
58 
100 
11,074 
605 
30.500 
140,000 
-
51,722 
961 
3,460 
476 
676 
990 
240,000 
480,464 
90 
5,338 
78,816 
(38,690) 
580,350 
659,166 
shs 0.73 
2 
-
6 
29 
-
11 
-
2 
-
-
-
50 
100 
*Note: As in Chapter 7 it is assumed that one in-patient day costs 
fifteen times more than an out-patient attendance. 
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Seif-reiiance in hospital catering was tried with the establishment of a 
hospital vegetable garden, a banana shamba and a fruit garden. These 
were all planted with the help of the local population and the mainten-
ance was done with payment being made in the form of second-hand clothes 
which had been received by the hospital as gifts. 
A "self-care unit" was built in 1971 to reduce the pressure on 
the hospital wards. Patients who needed daily medical attention, but 
no nursing care, could be accommodated in this unit free of charge. A 
kitchen was available and patients brought their own mat to sleep on on 
the floor. In this way nearly 80 patients could be accommodated in the 
two big rooms at the same time. A special supervisor, living in an 
attached hut, looked after the patients and admitted only those with a 
signature from the doctor, medical assistant or nurse-in-charge, to 
this unit. In 1971 a total of 779 patients were recorded as having 
been admitted while this number was 1,162 in 1972. This unit was paid 
for with funds from the District Council and the Franciscan Sisters. 
Overseas help 
While the old Biharamulo hospital received no extra help whatsoever, the 
new hospital was flooded with it. The presence of expatriate staff was 
instrumental in obtaining these funds. This was well understood by the 
regional and district authorities, who insisted on a continuation of this 
type of staff. It was realised that this help could kill the involve-
ment and active participation of the local community. In such cases 
overseas gifts can be dangerous and even poisonous. 
Efforts were therefore made to involve the local community in all 
new medical projects in Biharamulo District via political and religious 
leaders. With the socialist system of the country this was possible. 
Self-help efforts were regularly performed and sometimes cash donations 
were collected. This happened at Chato, where the local population 
collected shs 116,000 in personal donations for the new health centre. 
This was organized by the parish priest of Chato, who arranged a sale of 
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"shares" a t a l l cotton co-ooerative soc ie t ies , where people came to se l l 
t he i r cot ton. 
The fo l lowing l i s t sums up the kind of overseas help that came to 
Biharamulo medical services between 1970 and 1972. 
A landrover with funds for 1J years' running costs; 
Funds for the organization of refresher courses; 
Funds for the indiv idual "refresher courses"; and for the employ-
ment of a t rave l l i ng R.M.A.; 
Funds for an occupational therapy department in the hospital ( i t was 
started in 1971); 
The a l te ra t i on of the out-pat ients department in favour of a one-way 
pat ient t r a f f i c system and a second examination room; 
Improvement of the water drainage system; 
- Building of a "Self-Care Un i t " ; 
I ns ta l l a t i on of a telephone system with 10 connections; 
The transformation of Chato community centre in to the temporary 
Chato bedded dispensary/maternity u n i t ; 
The bui ld ing of Chato Health Centre; 
A drying machine fo r the laundry during ra in seasons; 
Several hundred k i los of drugs; 
Several hundred k i los of second-hand c lothes; 
Several boxes with theatre and nursing equipment; 
Funds for a hospital extension with a 30 bed ch i ldren 's ward, a 
dental un i t and a second doctor's house (bui ld ing started in 
1973). 
8.3.9 Motivation of staff 
I t is generally said that pat ient care in church hospitals is bet ter 
than in government hospi ta ls . When Biharamulo government hospital was 
supplied wi th chuj-ch senior s t a f f , one had high expectations. 
In his speech at the opening of the hospital in 1969, His 
Excellency the President, Jul ius K. Nyerere said that i t was not a 
di f ference in medicines, but a dif ference in a t tent ion to the pa t ien ts , 
that gave the comnunity so much confidence in church hospi ta ls . 
217 
To rise to these expectations was the aim, and if one can believe 
the statements of patients, political and community leaders, the care in 
Biharamulo hospital really had improved. 
One of the attractive circumstances in Biharamulo was that each 
member of the senior health team (i.e. the doctors, the matron, the 
medical assistant, the health officer and the administrator) had a 
special characteristic that supplemented the others. 
There were four young Tanzanian intellectuals on the team who 
were highly motivated and dedicated to the spirit of African socialism. 
It is difficult to indicate the main reason why the motivation of the 
staff did change so much after integration but the writer believes that 
one of the main reasons was the "Christian Spirit". Being well aware 
of the fact that this "spirit" can never be measured or scientifically 
evaluated, he still maintains that it is existing and of as much import-
ance for human life as "hope" and "faith". But it is not possible to 
prove this. 
Not only towards the patients did the attitude of the staff 
change. A spirit of co-operation also started among themselves, and 
one sign was the positive response to the appeal of Government to teach 
illiterate Tanzanians to read and write. In the adult education 
classes, conducted at several schools during evening hours, hospital 
staff assisted regularly. Inside the hospital such classes were also 
started for hospital staff only, and in 1972 illiterate hospital workers 
were taught reading and writing during three days per week. 
Involvement of the staff in the running of the hospital was en-
couraged by the Workers' Committee, guided by N.U.T.A. (see Chapter 2). 
Still the strict hierarchical system in government administration did 
prevent a real democratic spirit among the staff. 
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8.3.10 Religious Influence 
When Biharamulo hospital was built in 1968 a Roman Catholic Church with 
a parish was built at a distance of 300 metres. It was planned that 
patients and staff could attend services there, and that religious man-
ifestations should not be part of the daily routine in the hospital. 
Once a week a mass was said in the hospital Maternal and Child Health 
Clinic for immobile patients. The parish priest also visited the 
hospital regularly and looked after the spiritual needs of the in-
patients. Unfortunately such services did not exist, or were never 
created, for Protestant or Moslim patients. 
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8.4 DISCUSSION 
The Biharamulo experiment of integration gives more or less the same 
results as the three integrated hospitals discussed in Chapter 7. As 
the writer was an observing participant, the information here is more 
abundant and the study more in-depth. The fact that integration start-
ed with a brand new hospital with modern facilities, equipment, and with 
expatriate staff, makes it complicated to draw conclusions. Still it 
is the writer's conviction that in a purely government or in a purely 
church setting these results never could have been realized. 
That the number of out- and in-patients did not increase very 
much can be explained by the fact that free service had already been 
given in the former overcrowded hospital. The increase in number of 
operations can be explained by the better facilities and the different 
qualifications of the doctor-in-charge, and can also reflect the degree 
of confidence the patients had in the institution. This might account 
even more for the increase in the number of deliveries. 
The increase in preventive activities inside as well as outside 
the hospital is partly due to the interest of the doctor and the health 
officer in-charge. This might be one of the reasons why the figure 
went down in 1972, when both were absent for half of the year (the first 
one left; the second one went into national service a few months' 
later). But many other factors such as the confidence of the popul-
ation, the interest of the staff, the financing of the mobile clinics, 
etc., play a role. Here integration had its major influence and not 
only the persons in charge. 
All the preventive activities, performed by the health office 
staff, are commonly done in most government district hospitals. But 
the way in which it was done and the regularity with which it was done 
makes Biharamulo an exception. It could afford liberal use of cars, 
extra amounts of money, and a number of dedicated staff members, which 
resulted in many different preventive activities. Integration played 
a major role in this process. 
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Co-operation with existing voluntary agencies working in the 
District changed the coverage of preventive activities. This is seen 
in Table 8.7, where the percentage of pregnant women attending clinics 
increased from 20% to 73%. This was due to an active policy of divid-
ing the District into different areas of responsibility. To those 
areas where child welfare work was already the field of the voluntary 
agencies, maternal care was assigned to them as well and happily accept-
ed. The coverage of child welfare clinics is difficult to assess as 
children are only registered once during their first five years, and the 
number of children on the register in 1969 is unknown. But most likely 
over half of all children in the District attended a child welfare 
clinic in 1972. 
The mobile public health teams were another major achievement in 
which Biharamulo surpassed other government hospitals. In this case the 
positive influence of the Regional Medical Officer was of great import-
ance. But it could have never grown to this size if church and govern-
ment had not worked together. The extra funds and materials needed for 
this activity could never have been met by government alone. When 
government funds for transport were delayed during the new financial 
year of 1971, the whole activity had to be stopped. If Biharamulo had 
received a lump sum as Designated District Hospitals do, then this would 
never have happened. Now the team had to be suspended for half a year 
due to this misallocation of votes. In this case the teams were vic-
tims of government red tape. 
The refresher courses were another activity in which the inte-
gration of church and government was crucial. With church funds and 
personnel and with government authority this activity became a great 
success. 
As regards quality the new hospital had much better facilities 
than the old one. But maintenance was a problem, partly because of 
sophisticated equipment and partly because of the absence of proper 
mechanics in Biharamulo minor settlement. Here again red tape hampered 
the carrying out of major repairs, especially as two Ministries were 
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involved in the process. 
Laboratory services were another poor aspect in the hospital's 
activities. Several years were spent with very low quality staff who 
were regularly transferred or dismissed. This had a very negative 
effect on the services of the laboratory. By the end of 1971 the 
situation improved thanks to personal contacts with a laboratory 
auxiliary school run by a church organization. 
The staff establishment was sufficient as far as numbers of staff 
were concerned·, but not in the percentage of qualified staff. There 
was a permanent shortage of qualified nurses. The official establish-
ment provided for more nurses but the full complement was never 
supplied. Biharamulo had to suffer from the general trend of keeping 
the best qualified staff in the greatest possible numbers at the main 
centres. 
In staff stability, Biharamulo hospital was an exception to the 
rule, as the former D.M.O. happened to be in the same place for four 
years. All other staff were regularly transferred. After integration 
the senior staff remained stable. 
The management of services was done according to government 
regulations and gave few problems. 
The economy of the hospital did not differ much before or after 
integration. But taking into account the increase in quality and the 
number of non-curative activities, the overall costs should have in-
creased a lot. Part of this was covered by the number of overseas 
gifts which were received but part of it had also to come from govern-
ment votes. Most likely the self-help doctrine which was exercised as 
much as possible did help to reduce costs. The help from overseas had 
to function as a trigger to start local action. 
It also aided the health services in the district to function 
properly, as the amount of money available was by far not sufficient to 
run the services. Economic independence in the health sector was an 
impossibility in Biharamulo District. 
The overall figure on health expenditure of the hospital gives a 
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t o ta l of shs 480,464/- fo r 1971/72. The D i s t r i c t Council received in 
that year a grant of shs 0.60 per D i s t r i c t inhabi tant from Central 
Government to run i t s 14 dispensaries. In addi t ion about shs 150,000/-
was spent by D i s t r i c t Council on salar ies for dispensary s t a f f and extra 
items (actual f igure taken from 1971). With an estimated population 
of 114,000 inhabitants during 1971/72 th is means that the per capita 
expenditure on health in Biharamulo D i s t r i c t during that year was a b i t 
more than shs 6 / - . This is less than hal f the f igure for the national 
per capita expenditure on health (Gish,1973). 
Of the motivat ion of s t a f f , the same can be said as under con-
clusions of Chapter 7. I t is not measurable, but surely ex is t ing and 
very important to the health services. That in tegrat ion had a pos i t i ve 
inf luence on s t a f f motivat ion in Biharamulo is beyond dispute, but i f 
the underlying factor is Chr is t ian s p i r i t , the expatr iate inf luence or 
the personal (author i ta t ion) behaviour of the doctor- in-charge cannot 
be evaluated. 
Summarizing, one can say that a f te r i n teg ra t ion , Biharamulo 
hospital r ea l l y deserved the name of rural-comnunity-or ientated hosp i ta l . 
Most l i k e l y the major impulse was in tegrat ion but several other factors 
contr ibuted as w e l l . 
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Chapter 9. CONCLUSIONS A N D SUGGESTIONS FOR THE FUTURE 
During the Symposium on "Teamwork for World Health" in Istanbul 1970 
(Ciba,1971) Dr. Maurice King suggested that with a G.N.P. of less than 
$75 per head annually it is not possible to provide basic health servic-
es on any but the most unsatisfactory and rudimentary scale. Tanzania 
did not reach this $75 figure in 1970 but still tried to build up satis-
factory rural health services within the total socio-political system of 
the country. It used the enormous potential of the churches, which ran 
half of the hospitals and 45% of the total number of beds in the country. 
While many other developing countries continued having two systems of 
medical care working along different lines and often with a different 
philosophy, Tanzania started with a process of co-operation, co-ordin-
ation and integration of church and government medical services. The 
way in which Tanzania developed its policy of African Socialism, the 
spirit of brotherhood (Ujamaa), and the concept of self-reliance is des-
cribed in Chapter 2 of this study. It shows how the wise leadership of 
President Nyerere, as a party philosopher and as a manager of the 
country, created a unique spirit based on the traditional African values 
of democracy. A new administrative and party structure formed the 
basis for better communication. 
Another important factor in the development of Tanzania were the 
Missions (after Independence called the Churches) who contributed much 
to the development of the country, but suffered also from interdenomin-
ational rivalry, especially before Independence. The place of the 
Churches in the history of Tanzania is described in the same Chapter 2 
and the positive response of church leaders towards the policy of 
African socialism is mentioned. 
Against this background of socio-political development and the 
role of the Churches, the development of the medical services is des-
cribed in Chapter 3. Here the influence of the Churches is enormous. 
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While Protestant Churches took the lion's share before the Second World 
War, the Catholic Church rapidly increased its medical services after 
that time. This is demonstrated in the tables of this Chapter. The 
difficult conditions under which the medical workers had to perform 
their duties gives an impression of the high degree of dedication of the 
medical pioneers. The misunderstanding between government and church 
medical workers that slowly developed around the Second World War was 
most likely one of the reasons for the establishment of a central organ-
ization of mission doctors. This Mission Medical Committee became a 
strong negotiating body with the Colonial Government and its achieve-
ments were remarkable. The spirit of co-operation and co-ordination 
with, as a result, the grants-in-aid scheme, was fostered by this 
Committee and brought about the process of integration described in 
Chapter 5. At national as well as at local level integration became 
the major issue, resulting in improvement of the organization of train-
ing, of the leprosy and tuberculosis services, the national consultant 
hospitals, and of the basic health services at district level. While 
the Colonial Government had difficulty with the status of the mission 
medical services within the overall system, the new independent Govern-
ment accepted their work as an integral part of the country's services. 
The recommendations of the Titmuss Coimiittee to integrate the church 
medical services as much as possible were reflected in the First and 
Second Five-Year Development Plans of the country. The introduction of 
the Arusha Declaration had significant influence on development plans, 
orientated towards rural medical development with preventive activities, 
health education and training of auxiliary manpower (with the village 
medical helper as the lowest unit). 
The integration of church and government medical services, which 
started with the Designated District Hospital in 1965, (see Introduction 
page 4) was the result of the government's policy to have free hospital 
care available in at least each district. Capital investments could be 
avoided by using the existing facilities. 
The second step of integration (i.e. using church capital and 
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manpower to initiate government medical facilities) was only possible 
thanks to the open mindedness of the church authorities. 
It was feared by many that this type of integration would be a 
transitional step to complete nationalization of the church medical 
services. This fear was not without reason, as Government had decided 
to take over all schools of the country in 1970. But the Minister 
of Health always assured church medical workers that the medical depart-
ment had learned from this move in the educational field. The fact 
that the return of the completely integrated hospitals back into the 
hands of the churches is being negotiated, (to be run according to the 
first type of integration) shows that the primary aim of integration is 
to bring better health care to the population and not a step towards 
complete nationalization. It is the best proof that the statements of 
political leaders were sincere and honest. 
The creation of Designated District Hospitals cost the 
Government a lot of money. Table 3.11 shows that in 1972 nearly 30% 
of the total grants-in-aid to church hospitals was absorbed by the 
Designated District Hospitals. This meant that nine hospitals with 
about 1,000 beds took 30% of the total government financial assistance, 
while the remaining 70% had to be divided among 45 grant-aided hospitals 
with a total of over 5,000 beds. The main source of income for these 
hospitals was patients' fees and overseas gifts, while the Designated 
District Hospitals paid nearly all their free treatment from government 
subsidy. If Tanzania intended to increase the number of Designated 
District Hospitals (and in fact it is negotiating for five more), it 
would be a major problem to finance them. As long as the Tanzanian 
Government however is willing to bear the heavy costs, the Churches will 
have a great responsibility in delivering optimal community health care 
for the areas concerned. 
In Chapter 4 the philosophy of the churches towards medical work 
is described and the way in which one could come to a modern concept of 
medical work. That integration fits in this modern concept of church 
medical work is the main conclusion, but unfortunately there are still 
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many churches in the world who are not yet ripe for this philosophy. 
For them the change from combining evangelism with medical care, and 
from performing works of charity merely for their prestige value, to un-
selfish Christian love with emphasis on community care and the "whole 
man" concept is difficult to accept. Even the efforts of the Christian 
Medical Commission of the World Council of Churches and the wise state-
ments of the Roman Catholic bishops, especially in Tanzania, have not 
changed much in certain circles. The conversion-centred approach of 
non-ecumenical groups is still present and the hospital-based patient-
centred care is even common rule in church hospitals all over the world. 
In 1974 the Christian Medical Commission magazine "Contact" quoted: 
"Inside our hospitals we find modern practices and equipment, dedicated 
staff and a respectable rate of cure. Outside their walls, misery, 
poverty and disease march bleakly over the landscape." If the Churches 
of the world take their Christian commitment seriously, they should 
follow the Tanzanian example and come to a modern philosophy of medical 
work. And in case other governments do not offer possibilities to 
apply this philosophy, then the churches should look themselves for ways 
and means to apply it. They should take the lead in such circumstances. 
The results of a survey, conducted among all doctors-in-charge of 
church hospitals are described in Chapter 6. The general conclusions 
can be listed as follows: 
1. Most church hospitals were founded after 1950 (63%) and had less 
than 151 beds (60%). 
2. Only nine hospitals (20%) employed a Tanzanian doctor. 
3. The strongest limitations in the delivery of the services are 
lack of staff, funds, and time. 
4. Twenty-two percent of the running costs and 74% of the building 
costs comes from overseas (mean percentage). 
5. Family planning is only conducted in 60% of the hospitals. 
6. Preventive activities are reasonably performed inside the hos-
pitals (on average four out of six possibilities listed). 
7. Mobile Maternal and Child Health Clinics are one of the few out-
side hospital activities. 
8. Twenty-six percent of the respondents were against the Desig-
nated District Hospital type of integration and 35% against 
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complete integration. 
9. Sixteen oercent of the respondents gave missionary work as their 
first reason for coming to Tanzania; 37% of the respondents per-
formed active missionary work. 
10. Forty-four percent of the resoondents (strongly) agreed with the 
statement that socialism is a pre-condition to proper development 
in developing countries; 28% (strongly) disagreed. 
11. Outside hospital activities were the least done by persons with a 
strong religious conviction, with a non-ecumenical denomination 
and with a long experience in their present post. 
The hypothesis that the more non-ecumenical the denomination and 
the deeper the religious conviction of the respondent, the less prevent-
ive and outside hospital activities were performed and the more oppos-
ition to integration present, was confirmed for the most part. The 
ideal doctor for a hospital i.n Tanzania emerged as a young male doctor, 
not (very) religious, and with an ecumenical or no denomination, prevent-
ive-orientated and without experience in a government or designated 
district hospital. This last condition was consistent with the remarks 
made by doctors of designated district hospitals on the survey forms. 
These hospitals were apparently losing their district function following 
the decision by Government that only Tanzanian government doctors could 
be D.M.O.'s. Most of them were stationed in health centres at a great 
distance from the district hospital and with a small vote, little staff 
and unreliable transport. Contact with the district hospital was soon 
lost and so the community function of the hospital slowly disappeared. 
It was sad to notice this development, after having collected so many 
positive findings before. The positive results of integration, also 
found by Leaman in a survey among church hospitals in 1969, were 
jeopardized by this political decision. 
The findings in Chapters 7 and 8 showed that there was a differ-
ence in health care delivery among church, government and integrated 
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hospitals. The changes in the period before and after integration were 
evident, both for Biharamulo Hospital as for the other integrated hos-
pitals. These results however must be interpreted with caution. 
Firstly, most of the data were collected from annual and monthly 
reports of the hospitals concerned, but it is unknown in which way they 
were established. Statistical data in developing countries are not-
orious for inaccuracy. The confusion about definitions, mentioned by 
van Amelsvoort and van Etten (1971:53), was also noticed by the writer 
during the survey. One had to rely on them, however, as no other way 
was available to measure the activities of the past ten years. 
Secondly, the homogeneity within the different groups of hospitals 
was not tested. Simple arithmetic means were used in the calculations. 
Thirdly, the change in health care delivery at Biharamulo 
Hospital was due to several other factors. It was a new hospital with 
modern facilities; expatriate staff and religious sisters were intro-
duced for the first time and the new doctor-in-charge was very public-
health-minded. 
When the different indices used in this comparative study were 
considered, one could see the following differences: 
Curative activities increased as soon as integration started, because 
free treatment was introduced. This free treatment accounted also for 
the high attendance rate in government hospitals. That this increase 
was not only an increase in demands, was shown in the study performed 
at Sumve Hospital, where the increase in absolute numbers of diseased 
patients was more than the increase of patients with minor complaints. 
Due to the abolition of fees, the integrated hospitals became available 
for the surrounding community, communication was increased, and the 
coverage enlarged. The other aspects of health care, e.g. preventive 
care and health education, had a broader and more stable basis. 
Also the preventive activities had apparently benefitted from 
integration. One of the reasons could have been that the health ser-
vice received the confidence of the community so they were not afraid to 
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enter the hospital. The financial aspect was not relevant as most 
preventive activities were not charged in church hospitals. The in­
crease in maternal and child health work might be mainly due to the 
mobile M С H. climes, which usually get a higher attendance than 
hospital based clinics (MatovUjWl ). 
Outside hospital activities were considered one of the best ways 
of improving the health of the community. As Takulia (1967.4) said 
"The health services must reach out centrifugally into the homes in con­
trast to the usual pattern of waiting for sick patients to come centri­
petal ly for care, on their own initiative. The fundamental consumer 
unit should be the family with both healthy and sick members." A 
hospital without outreach activities can be considered as having no real 
social significance in that it functions without any relevant inter­
action with the community (van Etten,1970 12). 
Again it was the integrated hospitals which did the most in this 
field, as they could combine authority and proper channels of communic­
ation with sufficient funds, reliable transport and interested staff. 
Church hospitals were lacking the first and government hospitals the last 
factors. Church hospitals had hardly considered the possibilities for 
"outreach work", which was also reflected in the results of Chapter 6. 
But where outside hospital activities were present, they were seldom 
performed in an inter-disciplinary atmosphere and remained purely the 
concern of the health personnel. Biharamulo was the only exception 
where this inter-disciplinary approach was a (small) part of its 
activities. 
Training had traditionally been the field of the churches and 
this was reflected in the sample where most of the church and integrated 
hospitals had training schools. Refresher courses were rarely con­
ducted in church or government hospitals, while integrated hospitals 
were all involved in this activity. The reasons were most likely the 
same as those mentioned under outside hospital activities. 
For evaluation of the quality of the services rendered, the 
criteria of Schulberg (1969:289) were partly used. According to these 
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criteria church hospitals gave the best quality care with much personal 
attention by a large number of qualified staff. In Sumve hospital be-
fore integration 58% of new out-patients were given injections; this 
dropped to 23% after free treatment was introduced, which says enough 
about how personal that care was before integration. This gave enor-
mous satisfaction to patients, but it is doubtful whether it really met 
their needs instead of only their demands. 
The integrated hospitals were a good second in respect of qual-
ity. There was perhaps more possibility for delegation without 
quality loss than was believed in most church hospitals. The whole 
quality-quantity dilemma, which makes the delegation of responsibilities 
such a necessity in developing countries (Weisz,1973), was a great 
problem in all hospitals. As no criteria existed on how far quality of 
medical care in developing countries could be diluted, firm conclusions 
could not be drawn. 
The management of the services depended greatly on the personal-
ity of the doctor-in-charge and the administrator. Apparently many 
doctors had difficulties with their manager-status, but those who enjoy-
ed it had much satisfaction from their role as organizer, supervisor, 
motivator, teacher and consultant to the team of auxiliaries. Others, 
however, were more of the character described by Fendali (1972:174) as 
"an elegantly trained person, placed in an inelegant social and working 
environment, suffering from frustration and obtaining little job satis-
faction." The administrative system and the channels of communication 
also had their influence on management (and most likely also on the job 
satisfaction). This could be studied and gave the following results: 
Government hospitals had by far the best administrative system and were 
the best informed. All rules and regulations for management and ad-
ministration were laid down in big printed volumes. 
The disadvantage of the government system was the ever present 
red tape which was the biggest frustration to management. 
The least informed and the most haphazardly administered were 
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the church hospitals. Each one had its own system, which sometimes did 
and sometimes did not work well. Integrated hospitals had to switch 
from the church system to the government system but had received too 
little advice to adapt themselves properly. 
The crying need for well trained hospital administrators was 
apparent. If the authorities agree with Fendali (1963) that the 
national health service cannot exceed the efficiency of its smallest 
unit, a start should be made with improvement of this managerial problem 
at district level. And as long as the medical profession tends to keep 
itself patient-centred rather than health-orientated (Kranendonk,1971) 
it will be the hospital administrator who should become interested in 
data collection and its analysis and with the assistance of the medical 
professional come to an interpretation and to local planning. With the 
present system of bottom-up planning in Tanzania, this belongs to the 
possibilities of each District hospital and should not exclusively be 
assigned to the central authorities as suggested by the W.H.O. (1971:16). 
Each hospital should have its own planning activities, working under the 
guidance of the national planning unit of the country. 
The calculations of running costs, expressed in costs per patient 
unit gave little difference for the three types of hospitals. But non-
curative activities and quality of care were not considered, as it was 
difficult to give them a certain weight. The costs per bed differed 
more for the three types of hospitals. Government hospitals had 
the highest cost, although they were the smallest in size. This size 
factor plays an important role, as has already been noticed by Bridgman 
(1955:71). 
Costs should preferably not exceed the economic possibilities of 
the area to support and with the availability of $3 per capita per year 
for health there is not much room for an expansion of the medical 
facilities. (In 1961 the expenditure on health in Tanzania was $2 per 
capita per year against for example Sweden with $74. Abel-Smith, 1967: 
51). It is therefore understandable that the Tanzanian government, 
with its policy of rural development, is concentrating its capital 
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resources on the smaller rural units like health centres and dispens-
aries which will yield a much greater output, compared with the capital 
input (Gish,1973 407). Money for building activities in government 
hospitals was rarely allocated and renovations hardly done. This was 
in contrast to the church and the integrated hospitals where building 
was a major activity, thanks to overseas gifts. The danger of this was 
indicated by Klarman (1972 59) who noticed that "the tendency towards 
earmarking gifts for designated purposes creates the temptation for hos-
pitals to undertake what can be readily financed rather than what is 
needed and might be financed only with extra efforts." The result of 
the survey (Chapter 6) showing that about 72% of the capital costs and 
28% of the running costs of church hospitals came from overseas indicates 
that this tendency is present. 
But the Biharamulo experiment has shown that donor agencies are 
quite willing to finance service and training programmes and preventive 
and "outreach" activities. What is needed is a proper plan with 
sufficient information. 
Overseas gifts become poisonous if they diminish the initiative 
of the local community and make it morally dependent on outside donors. 
This should be avoided at all costs. The Chato health centre project 
has shown that community initiative can be combined with overseas aid. 
For moral dependence not much worry should exist for a Tanzaman commun-
ity, well aware of its own identity, backed by a strong nationalist 
policy and giving each expatriate worker or donor, rightly, the feeling 
that he is only a guest worker accepted by the community because of 
certain merits or economic advantages. As Nyerere says. "Gifts which 
increase, or act as a catalyst, to our own efforts are valuable. But 
gifts which could have the effect of weakening or distorting our own 
efforts should not be accepted until we have asked ourselves a number of 
questions." (Nyerere,1968(a) 24). 
It was surprising to note that so few hospitals in the sample 
tried to become more self-reliant, while "lack of funds" was one of 
the major complaints in the survey. Very little effort, such as the 
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establishment of hospital gardens, chicken farms, fish ponds, or the 
erection of a self-care unit or hospital maternity village, was apparent. 
This concept, fitting so nicely in the policy of self-reliance of the 
country, needs more stress on the point of maximum effectiveness at min-
imum cost. 
The motivation of the staff with a "spirit of service" is the 
most difficult part of this study as far as evaluation is concerned. 
No objective yardstick exists and still it is the most crucial point in 
the health care delivery system. As Bryant (1969:90) states, 
"Solutions to health problems do not follow automatically from establish-
ing medical centres, producing more health personnel and enlarging 
health services. There are certain critical connections between medic-
al technology and the public, and if these connections are not firm and 
effective the benefits of that technology do not reach the public." 
Stable, disciplined and dedicated staff is one of these critical con-
nections, but how are the last two factors to be measured? It is liki 
"faith" and "hope" which everyone knows exists, but no one is able to 
express it in figures. The only yardsticks existing are the statements 
of the patients and the community leaders, and comparing them with other 
communities. In the Tanzanian community the Church influence and the 
"Christian Spirit" are indicated by many leaders as the main reasons for 
dedication. 
In many other developing countries the Christian example has 
served as a model for other medical workers (Müller,I960; Scheel,1967). 
The expatriate influence is considered as very important in these 
countries. 
The assumption that the Christian spirit alone might contribute 
to a better "spirit of service" is perhaps unreasonable. In China, 
for example, dedication is present without any Christian or expatriate 
influence (Horn,1969). The "mass line" is a basic tenet of China's 
policy, with great pressure on social conformity (Paterson and Rifkin, 
1973:80). The submissive and contemplative attitude of the Chinese, 
and the discipline, resulting from the former feudal system, are other 
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important factors. 
Whatever will be the underlying cause of dedicated staff, the 
observations made during this study lead to the impression that there is 
an apparent relationship between staff motivation and the influence of 
the Churches. This is, in Tanzania, complemented with the policy of 
African Socialism. The experience of the writer in working with highly 
motivated and dedicated young T?nzam'an intellectuals gives high expect-
ations for the application of Nyerere's philosophy. The control of the 
community that increases every day will have a great influence on the 
future transfer of medical technology. The ability to gain the con-
fidence of the community will determine the success of the health care 
system. 
The final conclusions of this study can be that the process of 
integration of church and government medical services in Tanzania is the 
happy outcome of over two decades of interaction. The remarkable 
spirit of flexibility, the open mindedness and the will for co-operation 
present in both church and government circles, were the main reasons for 
this success. Denominational identity and increasing church membership 
is fading away in the concept of church medical work. Maximizing and 
optimizing the health services for the total population became the 
common goal for both parties, within the framework of the national 
policy of African socialism. The world-wide tendenc" towards a greater 
share of government-ownership in hospitals (Bridgmar Roemer,1973: 
156) is not present in Tanzania, as has been shown in this study. 
Influence on the running of the services according to the principles of 
African socialism is the main aim of government and not the actual own-
ership of the institution. This is a remarkable policy for a socialist 
country. 
The important relationship between the individual's well-being 
and socio-economic environment, gives a growing realization that a hos-
pital should have a community function. The thin line between health 
and disease calls for a more interdisciplinary approach. Unfortunately 
this is still lacking in most hospitals. 
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Of the two types of in tegra t ion : " in tegra t ion by agreement" 
represented by the Designated D i s t r i c t Hospi ta ls, and the " in tegra t ion 
by t ransfer of ownership" represented by Biharamulo hospital and the two 
consultant hosp i ta ls , one can conclude that the f i r s t type gives more 
f l e x i b i l i t y fo r hospital func t ion ing, whi le the l a t t e r f i t s more in wi th 
the country 's administ rat ive system. One could conclude from th is 
study that the f i r s t type is "optimal in tegrat ion" and the second type 
"maximal i n teg ra t ion " . But s t i l l a long way has to be gone before the 
ideal of a model rura l hospital TS reached. This model should at least 
have the fo l lowing features: 
1. A v a i l a b i l i t y fo r the surrounding community. 
2. Su f f i c ien t curat ive f a c i l i t i e s wi th a reasonable standard of 
qua l i t y of the services. 
3. S t a b i l i t y and dedication of s t a f f . 
4. Su f f i c i en t preventive a c t i v i t i e s , inside as wel l as outside the 
hosp i ta l . 
5 Supervision and guidance of coimiumty based medical workers. 
6. Training and refresher courses for a l l cadres. 
7. Economic management. 
The resu l ts of in tegra t ion of church hospitals a t d i s t r i c t level 
were more or less in accordance with the ideal of W.H.O.: "The centre 
of a network of c l i m e s and services, funct ioning w i th in the community 
i t s e l f and regarded as a pro ject ion of the hosp i ta l ' s a c t i v i t y beyond 
i t s own walls and extending in to the homes and work places of the 
people". (LIewelyn-Davies,1966:101). 
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SUGGESTIONS FOR THE FUTURE 
"Who never makes a mistake never makes anything" 
This study has shown that the Tanzam'an example of integration is worth-
while as a guideline for other developing countries. It could serve as 
a model and be adjusted to other socio-economic and political circum-
stances. Some personal suggestions of the writer might be of value. 
1. The political decision of the Tanzania government in July 1972, 
to appoint only Tanzanian District Medical Officers because they 
are Tanzanians. This seems not in accordance with the statement 
of President Nyerere: "It is not being self-reliant to refuse to 
carry out the directions of a foreign engineer, or a foreign doc-
tor, or a foreign manager; it is just being stupid. It is 
absolutely vital that Tanzanians should determine policy; but if 
the implementation of a particular policy requires someone with 
good educational qualifications or long experience, it is not 
very sensible to allow that policy to fail through pride" 
(Nyerere,1968(a):101). It also had an adverse effect on the dis-
trict health services. While in this study an active district 
role of the integrated hospitals could be given, the survey of 
September 1973 showed that some integrated hospitals had lost 
that role. It is hoped that this situation can be corrected, at 
least by stationing the D.M.O.'s in the district hospitals. 
hospitals. 
2. The policy of Africanization should be no reason to resist ex-
patriate medical workers. The large numbers of young people 
who are itching for this type of work should be carefully screen-
ed and accepted as guests in the country. Their presence, 
especially in isolated rural areas, where they are willing to go, 
should have a certain continuity which will give a bond with 
other overseas conriunities, profitable to the local community. 
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But this should not prevent the churches from more intensive 
training of African doctors, administrators and other more highly 
qualified personnel. They should become the people-in-charge 
and as such perhaps be more acceptable as designated D.M.O. than 
the expatriate workers. 
3. There seems to be a tendency to a new division between curative 
and non-curative duties. D.M.O.'s are advised not to perform 
clinical duties but to concentrate on their administrative 
duties. As long as so few doctors are available and the public 
health specialist is not at all the ideal of most doctors in 
developing countries, the combination of curative and non-
curative functions should be fostered. This will give less frus-
tration and more job satisfaction. 
4. Where applicable there should come a shift from doctor to manager 
of comprehensive heal.th care, to leader and resource person for 
the community (both for comprehensive health care and for commun-
ity activation). This will automatically include a more inter-
disciplinary approach. 
5. Donor agencies should try to concentrate more on integrated sys-
tems as this will give the best possibility of their help really 
reaching the community. 
6. With the present policy of the Tanzanian government to have all 
people moved into Planned or Ujamaa Villages by 1976, there is an 
enormous opportunity for all church medical institutions to be-
come engaged in the training and refreshing of village medical 
helpers, with emphasis on transfer of the "Christian Spirit". 
7. Integration at a national level could be boosted by giving the 
Christian Medical Board of Tanzania a legal status and an 
authoritive say in the national health system. 
8. In order to get more preventive and "outreach activities" in 
church hospitals, the grants-in-aid should be divided into cur-
ative and non-curative parts. In this way the churches will be 
chased over their hospital-centred walls. 
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9. It is the advantage of non-government employed workers that they 
have much more possibility to act freely, to attack new problems 
and to find new ways. Criticism however should have a positive 
note in which case it will be acceptable to a committed govern-
ment. 
10. If all hospitals in Tanzania were to be integrated an extra 
amount of about £1,500,000 would be needed from Government. It 
could be possible that overseas church organizations suoply this 
money to government under certain conditions. But this would be 
undesirable and unnecessary, because of geographical and other 
conditions. It is better that some church hospitals concentrate 
on certain socio-medical functions like care for the mentally ill, 
the disabled, the blind, the orohans or the aged Regionaliza-
tion should get a oroper place in develooing countries One has 
to accept that only one hospital in each district will have the 
overall district function. Only isolated church hospitals 
should assist in this respect and act as a centre for the 
surrounding community, with the possibility of integration 
11. The best inducement for local involvenert in the health services 
is perhaps a prepaid health care system. When each family 
contributes an annual fee, this could be implemented 
But as long as families in East Africa migrate so frequently 
(Ruyssennaars et. al. (1973), found in an area in Mwanza region 
in Tanzania a population exchange of over 605! in three years 
time) this will hardly be feasable. Furthermore it is the policy 
of Governments in developing countries to provide free treatment 
which will be another hindrance to this system. 
12. Models for community health in developing countries are designed 
nowadays in dozens. The most popular recipe seens to be a 
decentralized regionalized, integrated system, larded with 
auxiliary grass root workers and active community involvement. 
This has been advocated now for several years, and yet the 
health of the people in the rural areas of developing countries 
has hardly improved and perhaps even deteriorated. 
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The crucial point: How to implement the system successfully and 
why we still fail to get the job done properly, is hardly under 
discussion. 
Vigorous research into this aspect of health care should have 
high priority. Health planners and their advisers insufficiently 
recognize important factors like "motivation" and "dedication" 
of health workers. 
The Tanzanian example of integration of Christianity and African 
Socialism might serve as a model in which these aspects can be 
considered and implemented. 
13. Some of the major restraints to integration in some other develop-
ing countries could be: 
- within the Churches: the theological identity crisis 
- within the Governments: lack of national will 
shifts in policy and personnel 
political instability 
- within Churches as well as Governments: dependence on person-
alities 
14. The motto should be "to decide for the better instead of for the 
best". 
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S U M M A R Y 
The introduction (Chapter 1) describes the importance of church medical 
work in the developing world. A shift from the curative, hospital-
centred aoproach towards one of community health care, with orevention, 
health education and "outreach" activities (i.e. taking health care into 
the people's homes) is believed to provide the best possibilities for 
overall improvement of health in the rural areas. This concept had 
been formulated by the W.H.O. in 1954, but to implement it an integrated 
effort of all agencies concerned with health services was needed. A 
closed circuit system was imperative. 
This study gives a description of the process of integration of 
church and government medical services in Tanzania. It not only des-
cribes the process at the national level, but also the effects at 
the district level. In 1965 the first five integrated hospitals were 
established as "Designated District Hospitals"; nine such hospitals are 
now functioning and five more are in the negotiating phase. Two types 
of integration were carried out, the first type was of the Designated 
District Hospital called "Integration by Agreement", whereby existing 
church hospitals were asked to take care of health services within the 
district community. Government supplied a grant, sufficient to give 
free treatment to all patients and food to all admitted patients. 
Authority for the functioning of all district health activities was in 
the hands of these hospitals. The Church retained ownership of the 
institution. The second type was "Integration by Transfer of Owner-
ship". Here the church hospital was completely handed over to Govern-
ment. A Board of Governors, consisting of church and government 
representatives, was responsible for its functioning, while the recruit-
ment of senior staff was the responsibility of the Church. Religious 
and expatriate staff received full government salary, but were not 
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liable to transfer. 
The hypothesis of the writer was that an integrated hospital had 
better possibilities for delivering health care according to present 
concepts of community health care than a purely church or government 
hospital. Whereas a church hospital must charge fees and lacks 
authority over health services in the community, a governnent hospital 
lacks funds, eiuipment, and dedicated and qualified personnel. 
This hypothesis was tested by a retrospective study of different 
types of-health services, i.e. government, church and integrated ones. 
An in-depth study was made at Biharamulo District Hospital as an examole 
of integration. In his capacity as doctor-in-charge of this hospital, 
the writer was also an observer/participant in the study. 
chapter 2 gives general information about Tanzania. The history 
of the country from the pre-colonial period up the present time is 
extensively described. 
The difference in attitudes of the Missions (after Independence 
called the Churches) towards Government and also towards each other, 
before and after Independence, is mentioned. Whereas formerly inter-
denominational rivalry was felt by all Missions, and sometimes brought 
about adverse reactions on the part of the Colonial Government, this all 
changed, and an atmosphere of better understanding prevailed after 
Independence, with a corspqupntlv nore positive rapport between the 
Churches and the new Government. 
The political history of Tanzania received special attention as 
the writer believes that the Government's dedication to "African 
Socialism" is a crucial factor in the process of integration of church 
and government medical services. The emphasis on rural development, 
with equal distribution of all facilities and resources, and the aim to 
mobilize all available organizations to this purpose, created an open 
atmosphere in which the integration of church and government medical 
services could become a reality and a success. The political structure 
of the country after Independence guaranteed a real community involve-
ment. 
242 
chapter 3. The first part describes the history of government 
and church medical services in Tanzania. The important role of the 
missions in the development of the medical services, especially in the 
rural areas, is described. The growth of the government medical 
services in both German and British times is studied and the adverse 
effects of the two World Wars explained. The introduction of the 
Native Administration had great influence on the government medical 
services before the Second World War, as had the change in attitude of 
the colonial powers towards the entire social welfare concept after the 
War. 
The growth of the church medical services was due mainly to the 
Protestant Missions before the War, while the Roman Catholic Missions 
gave it an enormous boost after the War. 
A period of misunderstanding and friction between the government 
medical department and the mission doctors slowly developed because of 
disagreement on the quality and on the place of the mission medical 
services in the overall medical system of the country. Independence 
changed this situation completely and a period of co-operation ensued 
with Government planning the services and generally setting the pace. 
The Titmuss Report as well as the different development plans are 
described in detail as they reflect the line of thinking after Independ-
ence. The implementation of these plans, with successes and failures, 
is discussed. The role of the Churches in this difficult planning 
period is described. The influence of African Socialism in creating a 
health policy directed towards the rural community, with emphasis on 
auxiliary personnel and rural health services, is shown. 
The second part of the Chapter deals with the development of the 
central organization of mission doctors in the country. Originally 
called "the Mission Medical Committee", after Independence it became 
"the Tanzania Christian Medical Association". As far back as 1937 this 
organization functioned as a co-ordinating body and handled all 
negotiations with Government. Following Independence all denominations 
were represented in the T.C.M.A. The efforts of the Catholic doctors 
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to initiate their own organization are described, as well as its 
abolition later on. The establishment of the Christian Medical Board 
of Tanzania in 1972 gave a new dimension to church medical work in Tan-
zania as it provided for the active involvement of church leaders in the 
medical matters of the country. 
The third part of the Chapter describes the grants-in-aid subsidy 
system of the country's medical services. The development from 1927 
onwards is illustrated with actual figures, showing Protestant and Roman 
Catholic involvement. The rapid growth of the Roman Catholic services 
after World War Two is clearly visible from these figures. The change 
in attitude of Government, before and after Independence, is also 
mentioned. The actual regulations, as laid down since 1946, are set out 
in one large table. 
cnapter 4 explains how integration fits into the philosophy of 
medical missions of both Protestant and Roman Catholic Churches. After 
defining the expressions co-operation, co-ordination, integration and 
nationalization, a review is given of the concept of medical work of the 
Churches at large. The study starts with the Old Testament and ends 
with modern views on Church medical work, as formulated by the Tubingen 
Institute, the Christian Medical Commission of the World Council of 
Churches, and the Roman Catholic Church. The change from combining 
evangelism with medical care, and from performing works of charity merely 
for their prestige value, to unselfish Christian love with emphasis on 
conriunity care and the "whole man" concept, is described. These new 
concepts have ample possibility for application in an integrated setting. 
Stress is laid on the need to apply these concepts if the Churches are to 
maintain their role in the realm of health and healing. 
chapter 5 describes the actual process of integration of church 
and government medical services in Tanzania. Activities at central and 
local levels are discussed. Negotiations were often difficult and 
various obstacles had to be overcome. Due to the open-mindedness of the 
independent government and church representatives, striking results were 
achieved; formulas for integration were established for rural hospitals, 
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training schools, leprosy and tuberculosis services, and for major 
national hospitals. 
It is pointed out that government did not see integration as a 
transitional phase towards ultimate nationalization, but as a means to 
come to the best community-orientated health service, organized in the 
spirit of Ujamaa, by fully utilizing the existing services of the 
country. A standard contract of integration, as applied to rural 
hospitals since 1973, concludes this Chapter. 
chapter б gives the results of a survey conducted among doctors-
in-charge of church hospitals in Tanzania. Their attitudes towards 
integration, preventive and "outreach" activities, religion and social­
ism were tested. The hypotheses were partly confirmed that the 
non-ecumenical denominations and those respondents with deep religious 
convictions showed less interest in preventive and "outreach" activities 
and were more opposed to integration. A discussion follows of the 
adverse influence of the Government's political decision that as from 
July 1972 only Tanzanian Government doctors could serve as District 
Medical Officers, even though he/she might not be stationed in the 
District Hospital. This decision, which was put into practise in most 
of the nine districts having Designated District Hospitals, resulted in 
dire consequences for the functioning of these hospitals, as became 
clear from the remarks on the survey questionnaires. 
chapter 7 gives the findings of a comparative study of three 
government, three church, and three integrated hospitals. The delivery 
of health care from 1961 to 1972 in the three categories of hospitals is 
studied and the coimiunity function of the institutions is examined. 
The incroduction of free treatment in existing church hospitals, 
which took place with integration in 1965, brought about notable changes 
in curative as well as in preventive services. A separate survey to 
study out-patient attendances concluded that more out-patients with less 
serious complaints attended, but that there was also a huge increase in 
the number of really diseased patients who would otherwise have stayed 
away. 
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A d i f ference in d u a l i t y of service was also not iced, the best 
being in church hosnitals and the worst in government ones. I t was 
d i f f i c u l t to draw f i r m conclusions as c r i t e r i a f o r q u a l i t y care remain 
debatable. 
The cost p e r - p a t i e n t - u n i t in the d i f f e r e n t hospital groups did not 
d i f f e r very much, as d id the cost per bed. The size of the hospital 
seemed to play an important r o l e . The government hospitals in the study 
were smaller than the church and integrated h o s o i t a l s , which increased 
t h e i r costs per bed. The church hospitals however had the highest costs 
p e r - o a t i e n t - u n i t . 
The system of charging fees i n the church hospita ls and the scale 
of the fees explains why these hospitals found i t next to impossible to 
funct ion as a centre f o r the surrounding comuni tv with so few resources. 
Staf f establishment and s t a f f s t a b i l i t y were other factors under 
study and i t is shown that church hospitals were the best served, 
immediately followed by the integrated hospi ta ls . 
In "outreach" as well as preventive a c t i v i t i e s , the integrated 
hospitals were by f a r the best. Red tape, so prevalent i n government 
h o s p i t a l s , was hardly present i n integrated h o s p i t a l s , and t h i s freedom 
to act f a c i l i t a t e d i t s d i s t r i c t funct ion enormously. 
I t is concluded that the integrated hospitals had the most 
community-orientated health serv ice, with a reasonable standard and at 
reasonable cost. Their funct ion comes closest to the model presently 
accepted as most su i tab le f o r a rura l hospital in a developing country. 
chapter β is a case study of Biharamulo D i s t r i c t Hospita l . The 
w r i t e r was Doctor-in-Charge of t h i s hospital and D i s t r i c t Medical 
O f f i c e r of the d i s t r i c t from 1969 t i l l 1972. The hospital was newly 
b u i l t in 1969 and integrated by "Transfer of Ownership" on the opening 
day. I t replaced the outmoded Government D i s t r i c t Hospita l . 
A f t e r a descr ipt ion of the d i s t r i c t , i t s population and i t s 
health s t a t u s , the functions of the hospital before and a f t e r i n t e g r a t i o n 
are described. The same factors as those studied i n Chapter 7 are 
considered. Here again the overal l conclusion is that a real commum'ty-
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orientated health care system was developed after integration. Pre-
ventive and "outreach" activities developed tremendously, while refresher 
courses for district medical workers increased communication between the 
hospital and the connunity. 
The new buildings and the change of senior staff after inte-
gration were factors which also influenced the picture. It is however 
difficult to determine the extent of this influence. 
chapter 9 gives conclusions and suggestions for the future. The 
remarkable flexibility, the open mindedness, and the will for co-oper-
ation, present in both church and government circles, brought an end to 
unrelated activities. The policy of Integration brought about partial 
realization of the ideal of W.H.O. that the hospital should be the 
centre of a network of clinics and services, functioning within the 
coiminity itself, and regarded as a projection of the hospital's 
activity beyond its own walls, and extending into the homes and work 
places of the people. 
The suggestions for the future are aimed at the question of 
District Hospitals and District Medical Officers, the role of the doctor 
in the rural areas of developing countries, and the unique chance for 
Tanzania's Churches to help develop a new health system with the village 
medical helper as its nucleus. 
The need for vigorous research into the non-technical asoects 
of the delivery of health services with emphasis on "motivation" and 
"dedication" is stressed. 
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SUMMARY IN KISWAHILI (MUHTASARI) 
Utangulizi (Sura ya Kwanza) unaeleza umuhimu wa kazi za utibabu 
zinazoendeshwa na makanisa katika nchi zinazoendelea. 
Inasadikiwa kuwa mabadiliko kutoka kwenye matibahu ya кuponya tu 
yenye kikao hospitalini hadi matibabu ya jamii nzima, yenye uzuiaji, 
mafunzo na huduma zinazopelekwa majumbani mwa watu ('outreach' 
activities) ndiyo yatakayoweza kuleta hali ya afya nzuri zaidi sehemu 
za mashamba. 'Ipango kama huu ulikuwa umeshafikiriwa na W.H.O. ілпапю 
mwaka wa 1954, lakini kuutekeleza kulihitaji ushirikiano wa bidii wa 
halmashauri zote zinazohusika na huduma za afya. Ilikuwa lazima kuwe 
na umoja wa vyombo vyote na watu wote. 
Uchunguzi huu unaeleza namna huduma za utibabu za makanisa na 
za serikali zilivyotangamanishwa Tanzania. Hauelezi utaratibu huo 
ulivyoendeshwa kwenye kiwango cha nchi nzima tu bali pia matokeo yake 
kwenye kiwango cha wil aya. Mwaka wa 1965 hospital! tano za kwanza za 
utangamano zilianzishwa na kuitwa Designated District Hospitals'; 
hospital!' tisa za aina hii zinafanya kazi sasa na nyingine tano bado 
ziko katika hali ya mashauriano. Utangamano wa aina mbili 
ulifanyika; wa kwanza wa ' Designated District Hospital' ulioitwa 
utangamano wa mapatano (Integration by Agreement) ambapo hospital! za 
kimisheni zilizokuwako ziliombwa kushughulika na huduma zote za afya 
katika jamii ya wilaya nzima. Serikali ilitoa fedha kiasi cha 
kutosha matibabu ya wagonjwa wote na chakula cha wale waliolazwa. 
Mamlaka ya shughuli zote za afya wilayani zilikuwa mikononi mwa 
hospital! hizi. Hospital! yenyewe ilikuwa mali ya kanisa. Aina ya 
pili ilikuwa ni 'Integration by Transfer of Ownership' ambapo 
hospital! ya kimisheni ilitaifishwa moja kwa moja. Halmashauri ya 
Uendeshaji yenye wawakilishi wa kanisa na wa hospital!, ilisimamia 
kazi zake, lakini uandikaji wa wafanyakazi wa daraja za juu ulikuwa 
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ni maralaka wa kanisa. Wafanyakazi wamishem' na waliotoka nchi za nje 
walipewa mishahara kamili' ya serikali lakini hawakuweza kuhamishwa. 
Nadhan' ya ghafi ya mwandishi ni kwamba hospitali ya utangamano 
ina uwezo zaidi wa kutoa huduma za afya zinazolingana na fikira 
za kisasa kuhusu kuhudimiwa kwa jamii kuliko ile iliyo ya kanisa au ya 
serikali реке yake. Hospital! za kimisheni hazina budi kutoza pesa 
wagonjwa na hazina mamlaka yoyote katika jamii nje ya hospital!, 
ambapo hospital! za serikali hazina pesa au vifaa vya kutosha wala 
wafanyakazi wenye moyo wa kufanya kazi yao na wenye ujuzi wa kutosha. 
Ukweli wa nadhari hi i ulijaribiwa kwa kuchungua huduma 
zilizotolewa awali na mipango ya aina tatù, yaani wa serikali, wa 
kanisa na wa utangamano. Pia uchunguzi wa makini sana ulifanywa 
Biharamulo District Hospital kama mfano wa hospital! ya aina ya 
utangamano. Mwandishi kama Daktari Mkuu wa hospital! hiyo alipata 
kuwa mwangaliaji na mashirikiaji katika uchunguzi wenyewe. 
sura ya Pili inaeleza habari kuhusu Tanzania kwa jumla. 
Historia yake kutoka kabla ya kufika kwa wakoloni hadi hii leo 
inaelezwa kwa urefu. 
Mawazo tofauti za Misheni mbalimbali (baada ya Uhuru 
zinaitwa Makanisa) kuhusu serikali na wao wenyewe yanatajwa. 
Ambapo hapo awali mashindano baina ya madhehebu mbali mbali 
yaliathiri Misheni zote, na wakati mwengine yakasababisha upingamizi 
wa Serikali ya Kikoloni, haya yote yalibadilika baada ya Uhuru na 
hali ya uelewano zaidi ilienea ikifuatiwa na masikilizano ya maana 
baina ya Makanisa ya Seri kal i mpya. 
Historia ya siasa ya Tanzania inatiliwa mkazo sana kwa sababu 
mwandishi anaamini kuwa nia ya serikali yake ya kuendeleza Ujamaa ni 
jambo muhimu kabisa katika utaratibu wa utangamano wa huduma za afya 
za kanisa na za seri kal i. Mkazo unaotiliwa maendeleo ya sehemu za 
mashamba, pamoja na ugawaji sawa wa vifaa na mali, na lengo la 
kushirikisha vyama na mashirika yote kwa madhumuni haya, ulileta hali 
ya uelewano wa waziwazi ambamo utangamano wa huduma za kanisa na za 
serikali uliweza kudhihirishwa na kufaulu. Hali ya siasa nchini 
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baada ya Uhuru ilihakikisha ushirikiano wa kweli wa kiujamaa. 
sura ya Tatù. Sehemu va kwanza inaeleza historia ya huduma za 
afya za seri kal i na za kanisa Tanzania. Kazi muhimu iliyofanywa na 
misheni katika maendeleo ya huduma hizi, hasa sehemu za mashamba, 
inafafanuliwa. Ukuaji wa huduma zilizoendeshwa na serikali nyakati 
za Wadachi na za Waingereza unachunguliwa na jinsi maendeleo haya 
yalivyorudishwa nyuma na Vitaa Vikuu viwili inaelezwa. Kuanzishwa 
kwa utawala wa Kienyeji (Native Administration) kuliathiri sana huduma 
za kiserikali kabla ya Vita Vikuu vya Pili, kama zilivyoathiriwa pia 
na mabadiliko ya mawazo ya mata i fa ya kikoloni kuhusu huduma kwa 
jamii kwa jumla baada ya Vita hivyo. 
Kukua kwa huduma za afya za kanisa kulikuwa zaidi kazi ya Misheni 
za Kiorotestanti kabla ya Vita, lakini baada ya Vita "lisheni za 
Kikatoliki ndizo zilizoziinua huduma hizo zaidi. 
Muda wa kutoelewana na ugomvi mdogo mdogo baina ya idara ya 
afya ya serikali na madaktari wa kimisheni ulitokea polepole kwa sababu 
walikosa kuelewana juu ya mahali na kiwango cha huduma za kimisheni 
katika mpango wa afya ya nchi nzima. Hali hii ilibadilika kabisa baada 
ya Uhuru na kufuatiwa na hali ya masikilizano ambapo serikali ilipanga 
huduma zote na kuanzisha mi pango mipya kwa jumla. 
Ripoti ya Titmuss (The Titnuss Report) pamoja na mipango ya 
maendeleo mbalimbali inaelezwa kwa urefu kama yalivyodhihirisha 
mawazo baada ya Uhuru. Jinsi mipango hii ilivyotekelezwa pamoja na 
kufaulu na kutofaulu kwake kunaelezwa. Nafasi iliyochukuliwa na kanisa 
katika wakati huo mgumu wa mpango pia inaelezwa. Jinsi siasa ya Ujamaa 
ilivyosaidia katika kuanzisha mipango ya afya yenye lengo la jamií 
shambani, na iliyotia mkazo kwenye wafanyakazi wasaidizi (auxiliary 
personnel) na huduma za afya shambani, inaonyeshwa. 
Sehemu ya pili ya Sura hii inahusika na maendeleo ya chama kikuu 
cha madaktari misheni nchini. Kwanza ikiitwa ' the Mission Medical 
Committee', baada ya Uhuru ikawa ' The Tanzania Christian Medical 
Association'. Kutokea zama za 1937 chama hiki kilifanya kazi kama 
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chombo chenye kuungam'sha na kuendesha mashaun' yote na seri kal i. 
Baada ya Uhuru madhehebu zote ziliwakilishwa na T.C.M.A. Juhudi 
za madaktari Wakatoliki kuanzisha chama chao wenyewe zinaelezwa, 
pamoja na kufutwa kwake baadaye. Kuanzishwa kwa Christian Medical 
Board of Tanzania 1972 kul il eta mi рака mipya kwa kazi za utibabu ya 
Kikristo Tanzania kwa kuwapa nafasi viongozi wa kanisa kushirikiana 
kikweli katika mipango ya utabibu nchini. 
Sehemu ya tatù ya Sura inaeleza mpango wa msaada wa fedha 
katika huduma za afya nchini. Maendeleo yake kutoka 1927 na 
kuendelea yanaonyeshwa kwa tarakimu kamili pamoja na kiasi 
kilichotolewa na Waprotestanti na Wakatoliki. Jinsi malipo ya 
Wakatoliki yalivyozidi kuongezeka baada ya Vita Vikuu vya Pili vya 
Dunla inaonyeshwa dhahiri za tarakimu hizi. Mabadiliko katika fikira 
za serikali, kabla na baada ya Uhuru, yanatajwa pia. Kanuni zenyewe, 
zilivyopangwa tangu 1946, zinaonyeshwa katika orodha moja kubwa. 
sura ya Nne inaeleza jinsi utangamano inavyoambatana na 
filosofia ya misheni za utabibu za Makanisa Protestanti na Katoliki. 
Baada ya kufafanua maana ya maneno ushirikiano (co-operation), uratibu 
(co-ordination), utangamano (integration) na kutaifisha 
(nationalization) muhtasari ya mawazo ya Makanisa kwa jumla kuhusu kazi 
za utabibu unatolewa. Uchunguzi huu unaanza na Agano la Kale na 
Kuishia na fikira za kisasa juu ya kazi za utibabu zinazofanywa na ma-
kanisa ka ma yalivyoelezwa na Tübingen Institute, Christian Medical 
Commission ya Chama Kikuu cha Makanisa Ulimwenguni, na Kanisa Katoliki. 
Kunaelezwa jinsi mat iba bu yanayoambatana na kuhubiri dim' na vitendo 
vya huruma vinavyotendwa kwa ajili ya kupata sifa tu vilivyobadilika 
na kukuwa upendo wa kikweli wa Kikristo ambamo 'mwanaadamu kamili' na 
huduma kwa jamii nzima inasisitizwa. Mawazo haya паруa yana nafasi 
nzuri ya kutekelezwa katika hali ya utangamano. Inasisitizwa 
kuwa ni 1 ázima mawazo haya yatekelezwa ikiwa Makanisa yanataraji 
kuendelea kuwa na wajibu katika kazi za afya na utibabu. 
sura ya rano inaeleza jinsi ha sa huduma za afya za kanisa na 
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za serikali zilivyotangamanishwa Tanzania. Kazi zilivyofanywa katika 
kiwango cha makau makuu na pia wilayanì zinaelezwa. Mazungumzo 
yalikuwa mazito na тага nyingi ilibidi pingamizi za aina mbalimbali 
ziondolewe. Mawazo yasiyopendelea upande wowote wa wawakilishaji wa 
serikali huru na makanisa yalileta matokea ya maana; mi pango ya 
utangamano kwa hospital! za shambani, shule za matibabu, huduma za 
afya kwa wagonjwa kifuà kikuu na икота, na hospita lì kuu za taifa, yote 
11 i taya π* s hwa. 
Inaonyeshwa kuwa seri kal i haikuchukua utangamano ката moja ya hatua 
zenye lengo la kutaifisha, bali njia ya kuleta huduma za afya zenye 
lengo la jamii na zilizopangwa kwa moyo wa Kiυjamaa kwa kutumia vyombo 
vyote villvyokuwako nchini. Maкtaba ya utangamano, kama ulivyohusu 
hospitali za shamba tangu 1973, ndio unaomaliza Sura M i . 
Sura ya sita inaeleza matokeo ya uchunguzi uliofanywa kati ya 
nadaktari wakuu katika hospital! zote za kimisheni Tanzania. Mkabala wa 
mawazo yao kuhusu utangamano, uzuiaji wa magonjwa na matibabu ya 
'outreach', dim" na ujamaa, ulichunguliwa. Ilihakikishwa kiasi kuwa 
nadhari ya ghafi kwamba madaktari wa madhehebu zinazojitenga na wale 
wenye imani kubwa na dini yao hawakupendezwa na utabibu wa uzuiaji 
na 'outreach' na wal i pinga zaidi utangamano. Panafuata majadiliano 
juu ya basara iliyoletwa na kauli ya kisiasa ya serikali kwamba kutokea 
Julai 1972 ni madaktari wa serikali ya Tanzania tu watakaokubaliwa 
kuteuliwa kama Maofisa wa Utibabu Wilayani, ijapokuwa si lazima wawe na 
kikao katika Hospital! za Wilaya. Kauli hii, ambayo ilitekelezwa 
katika wilaya zote tisa zenye Hospital! za Wilaya Kamill, ilileta 
hasara kubwa sana kwa hospital! hizi, kama ilivyodhihirishwa na 
majibu ya madaktari katika uchunguzi uliotajwa hapo juu. 
sura ya Saba inaeleza matokeo ya uchunguzi uliofafanisha 
hospital! tatù za seri kal i, tatù za misheni na tatù za utangamano. 
Huduma za afya zilizotolewa na hospital! za aina hizi tatù baina ya 
1961 na 1972 zinachunguliwa na kazi ya vyombo hivi katika jamii 
Inaangalìwa. 
Kuanzishwa kwa matibabu ya bure katika hospital! za Kimisheni 
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zilizokuwako, na amba ko kulitokea pamoja na utangamano mnamo mwaka 
wa 1965, kulileta raabadiliko mengi kwa huduma za kuponya pamoja na zile 
za uzuiaji. Uchunguzi maalumu juu ya wagonjwa wasiolazwa ulihatimu 
kuwa idadi ya wale wasioumwa sana ilikuwa kubwa; lakini pía idadi ya 
wale wagonjwa sana, na ambao siku za kutozwa pesa wasingelifika kabisa, 
iliongezeka sana. 
Tofauti ya kiwango cha huduma zenyewe pia ilionekana; ile ya 
hali ya juu zaidi ikiwa katika hospital i za misheni na ya hali ya chini 
zaidi katika hospital! za serikali. Kiasi cha fedha kilichotumika kwa 
kila mgonjwa hakikubadilika sana kwa aina mbalimbali za hospital! lak-
ini kiasi kilichotumika kwa kila kitanda (yaani mgonjwa aliyelazwa) 
kilionyesha hali nyengine kabisa. Hospital! za serikali zilikuwa 
ghali zaidi, lakini ukubwa wa hospital! zenyewe uliathiri jambo hill 
kwa maana hospital! za serikali zilizochunguzwa zilikuwa ndogo kul i ko 
zile za misheni au za utangamano. 
Mpango wa kutoza pesa wagonjwa katika hospital! za Kimisheni na 
kiasi cha ada hizo kinaeleza kwa nini hospital! hizi zilishindwa kuwa 
vituo vikuu vya huduma kwa jamli zilizozunguka kwa sababu ya uchache 
wa vifaa vyake. 
Kiwango cha wafanyakazi na uthabiti wao ni mambo mengi ne 
yaliyochunguliwa na inaonekana kuwa hospital! za kimisheni ndizo 
zilizohudumiwa vizuri zaidi, zikifuatiwa na hospital! za utangamano. 
Katika huduma za 'outreach' na uzuiaji, hospital! za utangamano 
ndizo zilikuwa nzuri zaidi. Kujazwa kwa makaratasi mengi na 
ucheleweshaji wa kazi kwa jumla (yaani 'red tape') unaoonekana sana 
katika hospitali za serikali ulikuwa kidogo sana katika zile za 
utangamano, na uhuru huo wa utendaji ndio uliorahisisha sana kazi zake 
katika jamii. 
Inahatimishwa kuwa hospitali za utangamano ndizo zilizokuwa 
zaidi na huduma yenye lengo la jamii nzima, yenye kiwango kinachofaa 
na gharama ya wastani. Kazi zao ndizo zinazokaribia zaidi kiwango 
kinachokubaliwa sasa kuwa kinafaa kpa hospitali za shamba katika nchi 
inayoendelea. 
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sura ya яапе ni uchunguzl maalumu ullofanywa Hospltall ya Wílaya 
Blharamulo. Mwandlshl allkuwa Daktarl Mkuu katika hospltall hlyo na 
pía Afisa Tablbu w1layan1 kutoka 1969 had1 1972. Hospltall 
llljengwa upya mwaka wa 1969 na kutangamanishwa kwa nJ1a ya 
'Transfer of Ownership' s1ku ya kufungullwa. Illchukua na ha11 pa 
Hospltall ya Seri kal 1 ya Wil aya IHyokuwa ya slku nylngl na vlfaa 
vyake vlllkuwa vlmechakaa. 
Baada ya kueleza hall ya wilaya na watu wake na hall yao ya afya, 
ka zi za hospltall h11 kabla na baada ya utanganano zlnaelezwa. Mambo 
yale yale yallyochunguliwa kati ka Sura ya Saba yanaangallwa. Hapa pía 
hatima ya mwlsho ni kuwa mpango wa huduma ya afya wenye lengo la jamii 
la kwel i ulltokea baada ya utangamano. Huduma za 'outreach' na za 
uzuiaji zilipanuka sana, na mafunzo ya kurejea kwa raaofisa wa afya 
wilayani yallongeza uelewano balna ya hospltall na Jamil. Majengo 
тару a na kubadillshwa kwa wafanyakazl wa kiwango cha juu baada ya 
utengamano pia ni mambo yallyoleta hall tofauti. Lakini ni vlgumu 
kukisia kiasi hasa cha nabadHIko yal1yosabab1shwa kwa njia h11. 
sura ya risa inatoa hatima pamoja na dokezo kwa siku zijazo. 
Mawazo yallyo wazi kabisa na yenye uwezo wa kubadilika, pamoja na 
nia ya kushlrikiana, ya wafanya kazi wa mi sheni na wa seri ka11 pía, 
yallkomesha huduma zisizo na uhusiano. Maongozi ya utangamanlsho 
yallelekea kutekeleza lengo la W.H.O. kwamba hospltall Inapaswa kuwa 
kituo kikuu kwa utando wa hospltall ndogo ndogo na huduma za afya kwa 
jumla zinazofanya kazi kati ka jamii yenyewe, na zlnazochukullwa kama 
mkono wa kazi za hospital i unaofikia watu wote majumbaηi na kazlnl. 
Dokezo kwa slku zijazo zinakusudivra maswali ya Hospltall za 
Wilaya na Maoflsa wa Utibabu wa Wilaya, wajlbu wa daktarl sehemu za 
shamba katika nchl zlnazoendelea, na nafas1 ya pekee lllyonayo 
Tanzania kwa kuendeleza mpango mpya wa huduma za afya yenye mtlbabu 
msaidizi wa kljlji kama kiini chake. 
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SUMMARY IN DUTCH (SAMENVATTING) 
De introduktie (hoofdstuk 1) begint met het belang van het medisch 
werk van de kerken in de derde wereld. Het is algemeen aanvaard, dat een 
verschuiving van de curatieve, op het ziekenhuis georiënteerde zorg naar 
een meer op de gemeenschap gerichte gezondheidszorg, met preventieve ac-
ties, gezondheids-voorlichting en extra-murale activiteiten, de beste 
mogelijkheden biedt tot een verbetering van de gezondheidstoestand op het 
platteland. Deze opvatting werd al in 1954 door de Wereld Gezondheids 
Organisatie geformuleerd. Voor de uitvoering echter is geïntegreerde actie 
nodig van alle bij de gezondheidszorg betrokken organisaties. 
Deze studie beschrijft het proces van integratie van regerings- en 
kerkelijke medische diensten in Tanzania op nationaal en lokaal niveau. 
In 1965 werden de eerste vijf kerkelijke ziekenhuizen geïntegreerd en op 
het ogenblik heeft men er negen. Nog eens vijf zijn in het stadium van 
onderhandeling. 
Er zijn twee soorten integratie in Tanzania. Allereerst de 
"Integratie middels verdrag", waarbij een bestaand kerkelijk ziekenhuis 
de verantwoording en bevoegdheid over de gehele gezondheidszorg voor de 
bevolking van een district krijgt. De regering geeft een subsidie, groot 
genoeg om gratis behandeling te kunnen geven aan alle patiënten en gratis 
voedsel aan alle opgenomen patiënten. Deze ziekenhuizen worden "Designated 
District Hospitals" genoemd en blijven het eigendom en verantwoording van 
de kerk. De tweede vorm van integratie in Tanzania is de "Integratie met 
overdracht van eigendom". Hier wordt een kerkelijk ziekenhuis volledig 
overgedragen aan de regering om als regerings districts ziekenhuis te 
gaan fungeren. 
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De kerk blijft echter actief betrokken in het besturen van het zieken-
huis, via een "bestuursconege", waarin vertegenwoordigers van beide 
partijen zitting hebben. Bovendien behoudt de kerk het recht tot het 
benoemen van de leidinggevende staf voor het ziekenhuis. Verder is 
kontraktueel bepaald, dat religieuze en buitenlandse medewerkers opge-
nomen worden in regeringsdienst, maar niet overgeplaatst kunnen worden. 
De hypothese van de schrijver is, dat een geïntegreerd ziekenhuis 
betere mogelijkheden heeft tot het leveren van een op de gemeenschap ge-
richte, moderne gezondheidszorg, dan een ziekenhuis dat geheel door de 
regering of een kerk wordt beheerd. Terwijl in kerkelijke ziekenhuizen 
de betaling voor behandeling en het gemis aan bevoegdheid over de 
gezondheidszorg voor de omringende bevolking de grootste belemmering is, 
is dit in regerings ziekenhuizen vooral het gebrek aan geld, aan uit-
rusting en aan gemotiveerde en gekwalificeerde staf. 
Deze hypothese wordt getoetst in een retrospectieve studie, waarin 
de gezondheidszorg van drie regerings, drie kerkelijke en drie geïnte-
greerde ziekenhuizen vergeleken wordt. 
Een meer diepgaande studie is gemaakt van het geïntegreerde districts 
ziekenhuis van Biharamulo. 
Hoofdstuk 2 beschrijft Tanzania en haar geschiedenis van de vóór-
koloniale tot de huidige tijd. 
De rol van missie en zending (na de onafhankelijkheid de kerken) en 
hun houding ten opzichte van de koloniale respectievelijk onafhankelijke 
regering wordt beschreven. De confessionele rivaliteit soms leidend tot 
een negatieve houding van de regering, maakte na de onafhankelijkheid 
plaats voor een betere verstandhouding tussen de kerken onderling en 
tussen kerk en staat. 
De politieke geschiedenis van de natie en de groei van het 
"Afrikaanse socialisme" wordt diepgaand beschreven, omdat de schrijver 
meent, dat deze ontwikkeling van doorslaggevend belang was voor het 
proces van integratie in Tanzania. Het doel van de regering was de 
plattelands ontwikkeling te bevorderen, met de nadruk op een eerlijke 
verdeling van voorzieningen en middelen. 
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Door het mobiliseren van alle beschikbare organisaties in het land pro-
beerde men tot dit doel te komen. Dit bracht een sfeer van openheid en 
begrip, waarin de integratie van kerkelijke en regerings medische diensten 
een realiteit en een succes kon worden. 
De politieke structuur van Tanzania schiep mogelijkheden tot actieve 
participatie van de gehele bevolking. 
HoofdstuJc 3 is onderverdeeld in drie delen. Het eerste deel beschrijft 
de geschiedenis van de medische zorg in Tanzania, vanaf de vòòr-kolom'ale 
tot de huidige tijd. 
De invloed van de beide wereldoorlogen en van de introductie van het 
"indirect bestuur" in 1925 op de ontwikkeling van de medische zorg voor 
de onafhankelijkheid wordt beschreven. De veranderende houding van de 
Engelse regering ten opzichte van haar koloni&n na de tweede wereldoorlog 
wordt als èèn van de redenen gezien voor de sterke groei van de medische 
zorg in deze periode. 
De belangrijke rol van missie en zending in de ontwikkeling van de 
gezondheidszorg, speciaal op het platteland, wordt uiteen gezet. Terwijl 
voor de tweede wereldoorlog vooral de zending hieraan het meeste bij-
droeg, speelde na de oorlog de missie een zeer actieve rol. De verhouding 
van missie en zending tot de regering werd langzaam slechter, wegens on-
tevredenheid over de lage kwaliteit van de medische zorg door missie en 
zending geboden en wegens onenigheid over de rol van hun gezondheids-
diensten in het landelijk bestel. 
Na de onafhankelijkheid verbeterde de samenwerking, vooral door het 
besluit van de nieuwe regering om de kerkelijke medische zorg een ge-
integreerde plaats te geven, binnen het kader van de landelijke gezondheids-
zorg. Het beleid en denkproces van het nieuwe Ministerie van Volksgezond-
heid wordt toegelicht met een uitvoerige beschrijving van de opeenvolgen-
de ontwikkelingsplannen en van het Titmuss rapport, waarop de meeste plan-
nen gebaseerd waren. In een bespreking over de uitvoering van deze plan-
nen worden de positieve en negatieve kanten belicht en de invloed van het 
beleid van "Afrikaans socialisme". 
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De wending naar zorg voor de plattelands bevolking met inschakeling van 
hulpkrachten wordt duidelijk geïllustreerd. 
De rol van de kerken in deze moeilijke tijd van planning en opbouw 
is beschreven. 
Het tweede deel van dit hoofdstuk behandelt de ontwikkeling van een 
centrale organisatie van zendings- en missie-artsen in Tanzania. Reeds in 
1937 werd een "Mission Medical Committee" opgericht, waarin spoedig alle 
gezindten vertegenwoordigd waren. Het werd een organisatie met een sterk 
co-ordinerend karakter en een geaksepteerde gesprekspartner in onderhande-
lingen met de regering. Na de onafhankelijkheid werd de naam gewijzigd 
in "Tanzanian Christian Medical Association". 
Sinds 1972 is een actieve deelname van alle kerkelijke leiders van 
Tanzania in medisch werk gewaarborgd door de oprichting van de "Christian 
Medical Board of Tanzania". De ontwikkeling van deze organisaties wordt 
beschreven. 
Ook de activiteiten van de Rooms Katholieke artsen om hun eigen 
organisatie te beginnen, worden vermeld evenals de opheffing ervan tien 
jaar later. 
Deel drie van het hoofdstuk houdt zich bezig met het subsidie-
systeem van de regering voor kerkelijk medisch werk. Deze "grants in aid" 
werden al in 1927 verstrekt aan missie en zending en het systeem ont-
wikkelde zich langzaam tot een uiterst belangrijk aspekt van de financie-
ring van de medische zorg. 
De voorwaarden, welke de regering stelde aan het verlenen van deze 
subsidie is in detail beschreven in een tabel, evenals het bedrag van de 
subsidies, verdeeld over Protestante en Rooms Katholieke diensten. De 
snelle groei van het medisch missie werk na de tweede wereldoorlog wordt 
hierin ook duidelijk. 
Hoofdstak 4 geeft een algemene beschrijving van de filosofie van 
medisch missie- en zendings-werk en hoe integratie daarmee te rijmen valt. 
Een overzicht van de opvattingen over medisch werk van de Christe-
lijke kerken in de wereld wordt gegeven. 
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Bovendien worden definities van de termen co-operatie, co-ordinatle, 
integratie en nationalisatie gegeven. 
De studie begint bij het Oude Testament en besluit met de moderne in-
zichten in kerkelijk medisch werk, zoals geformuleerd door het Tübingen 
Instituut, de Medische Commissie van de Wereldraad van Kerken en door de 
Rooms Katholieke Kerk. 
Het combineren van proselitisme met medische zorg en het "goed doen" 
uit oogmerk van prestige of persoonlijk voordeel werd langzaam vervangen 
door onzelfzuchtige christelijke naastenliefde met de nadruk op gemeen-
schaps zorg en de zorg voor de"mens als geheel". Uitvoerig wordt de moder-
ne benadering uiteen gezet en hoe deze goed aansluit bij het idee van een 
geïntegreerde gezondheidszorg. 
Het hoofdstuk eindigt met de waarschuwing dat de kerken deze moge-
lijkheden serieus zullen moeten gaan aanpakken, willen zij niet hun rol 
en positieve inbreng in de gezondheidszorg van de derde wereld verliezen. 
Hoofdstuk 5 beschrijft het eigenlijke proces van integratie van de 
medische diensten van regering en kerken in Tanzania. De ontwikkeling op 
centraal en lokaal niveau, met haar problemen en oplossingen, is be-
schreven. Dank zij de openheid van regerings- en kerkelijke leiders wer-
den aanzienlijke resultaten bereikt. Formules werden gevonden voor de 
integratie van plattelandsziekenhuizen, van opleidingsscholen, van 
tuberculose- en lepra-zorg en van grote specialistische ziekenhuizen. 
De vrees van sommigen, dat deze integratie politiek slechts een 
tijdelijke fase is in een ontwikkeling naar totale nationalisatie wordt 
weerlegt met feiten en uitspraken van de regering waaruit duidelijk 
blijkt dat het uiteindelijke doel een gemeenschaps-gezondheidszorg is, 
gebaseerd op de "Ujamaa" geest van President Nyerere, met inschakeling 
van de bestaande medische diensten. 
Het hoofdstuk eindigt met het standaard kontrakt voor geïntegreerde 
ziekenhuizen, zoals dit sinds 1973 wordt afgesloten tussen regering en 
kerken. 
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Hoofdstuk 6 geeft de resultaten van een enquête onder artsen, ver-
antwoordelijk voor de kerkelijke ziekenhuizen in Tanzania. In een question-
naire met 35 vragen, wordt hun mening gevraagd over integratie, preven-
tieve en extra-murale activiteiten, religie en socialisme. 
De hypothesen, dat naarmate de respondent religieuser en fundamen-
teler in zijn/haar geloof is, hoe minder belangstelling er bestaat voor 
preventieve en extra-murale activiteiten en hoe meer verzet er tegen in-
tegratie is, worden grotendeels bevestigd. 
In een discussie wordt de politieke beslissing van de Tanzaniaanse 
regering om sinds juli 1972 slechts Tanzaniaanse regeringsartsen dis-
tricts arts te maken, in verband gebracht met enkele antwoorden van de 
respondenten. De districts functie van de geïntegreerde ziekenhuizen was 
hierdoor grotendeels verloren gegaan, omdat de districts arts niet meer 
de leiding van het districts ziekenhuis had en vaak op een afgelegen 
regerings polikliniek of gezondheidscentrum zijn taak moest uitoefenen, 
zonder regelmatig in kontakt te staan met het districts ziekenhuis. 
Hoofdstuk 7 geeft de resultaten van een vergelijkende studie van 
drie regerings, drie kerkelijke en drie geïntegreerde ziekenhuizen. De 
activiteiten tussen 1961 en 1972 worden vergeleken, met speciale aan-
dacht voor de gemeenschapsbenadering. 
De invloed van de kosteloze behandeling, welke in 1965 in de ge-
integreerde ziekenhuizen werd ingevoerd, is duidelijk afleesbaar uit de 
grafieken over curatieve en preventieve activiteiten. Een deelonderzoek 
toont aan, dat door die gratis behandeling wel meer patiënten met mini-
male klachten, maar ook, dat een nog groter aantal met werkelijke klach-
ten kwamen, die anders weg zouden zijn gebleven om financiële redenen. 
De kwaliteit in de drie groepen ziekenhuizen wordt eveneens verge-
leken waarbij de kerkelijke ziekenhuizen het gunstigste werden beoor-
deeld, volgens het beperkte aantal criteria, dat gehanteerd kon worden. 
De exploitatiekosten verschilden weinig voor de drie groepen zieken-
huizen. Uitgedrukt in kosten per bed waren de regeringsziekenhuizen het 
duurst, maar zij waren ook het kleinst in omvang. In kosten per patienten-
eenheid waren de kerkelijke ziekenhuizen het duurst. 
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De relatief hoge kosten van behandeling kunnen een verklaring zijn voor 
het feit dat deze ziekenhuizen zo'η moeite hebben om te fungeren als 
centrum voor de omgevende arme gemeenschap. 
Samenstelling en stabiliteit van de staf werden eveneens onderzocht 
en hierin stonden de kerkelijke en de geïntegreerde ziekenhuizen boven de 
regeri ngszi ekenhuizen. 
Ten aanzien van preventieve en extra-murale activiteiten staken de 
geïntegreerde ziekenhuizen ver boven beide andere groepen uit. De bureau-
kratie, welke de districts functie van regeringsziekenhuizen zo vaak be-
lemmert, was veel minder merkbaar in de geïntegreerde groep. 
De konklusie is, dat de zorg van geïntegreerde ziekenhuizen het 
huidige model van een op de gemeenschap gerichte gezondheidszorg het 
meest benadert. 
Hoofdstuk β bevat een gedetailleerde studie van het Biharamulo dis­
tricts ziekenhuis, waarvan de schrijver de leiding had van 1969 tot 1972 
met de verantwoording voor het district als districts arts. Het zieken­
huis werd geopend in 1969 en direct geïntegreerd via "overdracht van 
eigendom". Het verving het oude, vervallen regeringsziekenhuis van 
Biharamulo. 
Na een beschrijving van het district, de bevolking en de gezondheids-
toestand, wordt de functie van het ziekenhuis vóór en na integratie uit-
gebreid beschreven. Dezelfde criteria als beschreven in hoofdstuk 7 wor-
den gebruikt. Preventieve en extra-murale activiteiten namen het sterkst 
toe, evenals de bijscholing van de in het district gestationeerde staf. 
Gekonkludeerd wordt, dat Biharamulo ziekenhuis een duidelijke gemeenschaps-
functie kreeg na integratie. 
Hoofdstuk 9 geeft konklusies en aanbevelingen voor de toekomst. De 
opvallende flexibiliteit, openheid en bereidheid tot samenwerking van zowel 
regerings als kerkelijke leiders, bracht een einde aan ongecoördineerd 
medisch werk in Tanzania. Door het proces van integratie werd het ideaal 
van de Wereld Gezondheids Organisatie, dat het ziekenhuis een centrum 
moet zijn van medische diensten en klinieken, functionerend in de gemeen-
schap zelf en zich uitstrekkend buiten de eigen muren tot in de woningen 
van de bevolking, gedeeltelijk bereikt. 
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Aanbevelingen werden gedaan ten aanzien van de verhouding 
districts ziekenhuis-districts arts, de rol van de arts op het platte-
land en de unieke kans voor de kerken in Tanzania om mee te helpen bij 
de opbouw van een nieuw gezondheidssysteem met de dorpsgezondheids-
werker als kern. De noodzaak tot intensief onderzoek naar de niet-
technische aspekten van de verlening van gezondheidszorg, vooral wat 
betreft "motivatie" en "toewijding" wordt benadrukt. 
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APPENDIX A 
AGREEMENT FOR THE DISTRICT HOSPITAL OF DISTRICT (1974) 
This AGREEMENT TS made between the GOVERNMENT OF THE UNITED 
REPUBLIC OF TANZANIA (hereinafter called "the Government") acting 
through the MINISTRY OF HEALTH (hereinafter called "the Ministry") of 
the one part and the 
(a) 
(hereinafter called the (b) 
of the other part. 
WHEREAS the (b) 
is the owner of a hospital which is situated at (c) and is 
fully equipped to a total of beds, 
WHEREAS the (b) 
has consented to this Hospital being utilized and operated as the Dis-
trict Hospital for (d) District in accordance with this 
Agreement, 
WHEREAS the Government is ready to assume full responsibility for the 
recurrent expenditure of the Hospital and its other related approved 
services. 
NOW therefore, the two parties have agreed as fol lows.-
FUNCTIONS AND OWNERSHIP 
1. The Hospital will be run and operated in accordance with this 
Agreement as the District Hospital for (d) District. 
2. The Hospital will be required to provide health services and fulfil 
other medical functions in respect of (d) District to the 
same extent and will be staffed in the same manner as other comparable 
District Hospitals, operated and owned by the Ministry in other 
Districts. 
3. The ownership of the Hospital will be retained by the (b) 
but the Hospital will be run in such a 
manner as to avoid placing under an obligation to receive religious 
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instruction or to participate in worship any patient utilizing its 
services. 
STAFF 
4. Existing staff employed at the Hospital will remain as employees of 
the (b) 
5. Any new staff required for employment at the Hospital will also be 
recruited by and become employees of the (b) 
but government staff may, after mutual consultation, be 
seconded to the (b) 
for the purpose of working at the hospital. 
6. The salary and leave privileges of employees of the (b) 
who will be approved by the Ministry for working 
at the Hospital, will be the same as those of equivalent Tanzania Civil 
Servants. 
MANAGEMENT 
7. There shall be a Board of Management (hereinafter called "the 
Board") whose functions will be to administer and run the Hospital in 
accordance with general and policy directives of the Ministry and the 
Government, including recommendations and co-ordination in the appoint-
ment of staff. 
8. The Board will consist of eight members, of whom four will be 
nominated by the (b) one of 
whom shall be the Medical Superintendent; and four will be nominated by 
the Ministry. The Chairman of the Board will be nominated by the 
Government from amongst the members of the Board. 
9. The Medical Superintendent of the Hospital will act as the Secre-
tary of the Board; but otherwise the Board will make its own rules 
regulating its meetings and procedures at such meetings. 
10. The Board will be empowered to delegate its authority, especially 
in respect of the day to day running of the Hospital, to the Medical 
Superintendent of the Hospital or to a Committee. 
FINANCE 
11. Subject to the provision of Clauses 12 and 13, the Government will 
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be responsible for providing funds required for running the Hospital and 
operating other approved services related to the Hospital. The funds 
will be paid quarterly in advance. 
12. The Board of Management of the Hospital will be required to prepare 
Estimates of Expenditure, in respect of each financial year, and submit 
them in good time for approval of the Ministry and the Government. 
13. The following types of recurrent expenditure will not normally be 
accepted as a charge against funds provided under Clause 11. 
(a) Internation travel expenses for employees of the (b) 
travelling on first appointment, leave and 
termination of employment. 
(b) Superannuation benefits for employees of the (b) 
(c) Rent assistance of house allowance. 
14. The charging of fees for inpatient and outpatient services provided 
at the Hospital will be on the same basis and at the same rate as those 
applying in other hospitals which belong to the Ministry. 
15. The Board of Management will keep and maintain its accounts of 
expenditure in the form and details required by the Government and these 
will be subject to audit by an auditor or auditors approved by the 
Government. 
16. As soon as possible after the end of each government financial year 
the Board will submit to the Ministry an audited account of expenditure 
incurred for the running of the Hospital during the previous financial 
year. 
17. Supplies intended for use in and through the Hospital will be 
exempted from taxation to the same extent as supplies to other Govern-
ment Hospitals. 
18. This Agreement does not cover the running of ariy training school 
attached to the Hospital. 
GENERAL 
19. Any extension or improvement of the Hospital, and its related 
services, which will entail substantial additional recurrent expenditure, 
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will be subject to the prior approval of the Ministry. 
20. Amendments to this Agreement may be undertaken by mutual consent. 
21. This Agreement shall come into force upon signature by botti parties 
and may be terminated by either party after giving at least one year's 
notice, or earlier by mutual agreement. 
SIGNED FOR AND ON BEHALF OF) Signature: 
THE MINISTRY OF HEALTH )
 Name. 
Date: 
Title: PRINCIPAL SECRETARY 
IN PRESENCE OF Signature: 
Name: 
Address: 
Title: 
SIGNED FOR AND ON BEHALF OF) Signature: 
T H E ( a > ) Name: 
Date: 
Title: 
IN THE PRESENCE OF Signature: 
Name: 
Address: 
Title: 
Key: 
(a) = Full name of the Voluntary Agency 
(b) = Short name of the Voluntary Agency 
(c) = Name of the place at which the Hospital is situated 
(d) = Name of the District in which the Hospital is situated 
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APPENDIX В 
Questionnaire for Participants of the T.CM.A. annual meeting in 
October 1973 at Dar-es-Salaam. 
Please note that the questionnaire is anonymous and will be treated 
confidential• 
Please mark the relevant box. 
1. Are you the Doctor i/c of your hospital: • yes 
• no 
If not, what is your function and profession: 
2. How many other staff members of your hospital are attending this 
T.C.M.A. meeting: 
3. Which is your nationality: 
4. Which is your religion: 
5. Are you: d l an ordained member of a religious organization 
(which: ) 
• a lay missionary 
Π3 otherwise employed (by whom): 
6. To which age-group do you belong: d l 20-29 years 
СП 30-39 years 
CD 40-49 years 
C ] 50-59 years 
СП 60 years and over 
7. Which is your sex: C D n a l e 
CD female 
8. In which other developing countries did you work in the past or i n 
what kind of other hospitals did you work in Tanzania before: 
(please don' t mention the name of the hospita l) 
2fi7 
hospital period 
country mission government from till 
9. Since when have you been working in your present hospi ta1 : 
10. Which is the denomination of your hosp i ta l : 
( i f Roman Cathol ic : which order runs i t : ) 
11. What is the number of beds in your hosp i ta l : 
12. How many doctors (registered and licensed) are employed there 
(how many are expatr ia tes: ) 
(how many are Tanzamans: ) 
13. When was your hospital founded: 
14. Does i t have a t ra in ing school: CDyes 
CU no 
I f yes which: 
15. Is your hospital a designated d i s t r i c t hosp i ta l : O y e s 
• no 
16. How many miles away from your hospital is the nearest government 
hospital · miles. 
17. How is the co-operation with that hosp i ta l : • good IZlbad 
• f a i r • n o con-
tact 
Please explain how or why (very b r i e f l y ) : 
18. How many miles away from your hospital is the nearest Church 
hosp i ta l : mi les. 
19. Which is the denomination of that hosp i ta l : 
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20. How is the co-operation wi th that hosp i ta l : • good O b a d 
• f a i r d l n o con-
tac t 
Please explain b r i e f l y how or why: 
21. Please indicate to which extent you consider the fo l lowing items to 
be l im i ta t ions for the best service to the patients in your hos-
p i t a l . 
strong 
limita-
tion 
a) lack of time 
b) lack of staff 
c) lack of funds 
d) insufficient drugs 
supply 
e) inadequate equipment 
f) lack of support from 
overseas connections 
g) lack of support from 
the government 
h) insufficient dedic-
ation from the staff 
i) internal conflicts 
among the hospital 
staff 
j) buildings too old 
k) buildings too small 
1) others (which): 
m) 
some 
limita-
tion 
not 
sure 
hardly 
any 
limita-
tion 
no 
limita-
tion 
at all 
Which of the above mentioned items are the three main l im i ta t ions 
fo r the best service in your hosp i ta l . Please use let tercode (a, 
b,c,d e t c . ) : 
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strongest limitation: letter: 
second strongest limitation: letter: 
third strongest limitation: letter: 
22. Which percentage of the running costs of your hospital do you 
estinate to come as gifts (in cash and kind) from overseas: 
• 0 - 10". • 50 - 60% 
• 10 - 20% • 60 - 70% 
C U 20 - 30% • 70 - 80% 
• 3D - 40% • 80 - 90% 
• 40 - 50% • 90 - 100% 
23. Which percentage of the building-costs of your hospital do you 
estimate to come as gifts(in cash and kind) from overseas: 
E H 0 - 10% • 50 - 60% 
• 10 - 20% • 60 - 70% 
С П 20 - 30% СП 70 - 80% 
С П 30 - 40% • 80 - 90% 
• 40 - 50% • 90 - 100% 
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26. From 1.1.73 a designated district hospital gets a grant based on 
estimates from the government to act as district hospital and to 
give free treatment and food. If the government would offer your 
hospital to become a designated district hospital would you welcome 
this? D y e s EDno LUno opinion 
27. Please indicate the extent to which you consider the following 
arguments (heard in discussions about designated district hospit-
als) as positive or negative, if an offer for designated district 
hospital was done (imaginary) 
very 
posit-
ive 
a) more admissions due to free 
treatment 
b) more out-patient attendances 
c) more dependence on the gov-
ernment 
d) more in line with the policy 
of the country 
e) no dependence on church funds 
anymore 
f) no financial barrier for the 
patients 
g) more possibilities for pre-
ventive work 
h) more work due to free treat-
ment 
i) possible late payment of 
grant 
j) administration not busy with 
charging fees 
k) grant perhaps too small 
1-) others (which) 
posit-
ive 
no 
opin-
ion 
neg-
ative 
very 
neg-
ative 
Please select the two main arguments, that made you answer question 
26 with yes or no. Please use lettercodes (a,b,c,d etc.). 
strongest argument: letter: 
second strongest argument: letter: 
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28 What do you think is the opinion of the Church authorities of your 
hospital regarding question 26. 
• positive (please try to mention the two main arguments, using 
the lettercode from question 27 ) 
• negative (please try to mention the two main arguments, using 
the lettercode from question 27 ) 
• don't know 
29 If the government would offer your hospital to become a full govern-
ment hospital and you to become a civil servant, without change in 
present salary and with the condition that the expatriate and rel-
igious staff are not transferrable, would you welcome this. 
• yes 
• no 
• no opinion 
30. Please indicate the extent to which you consider the following 
arguments (heard in discussions about the handing over of Church 
hospitals on the above mentioned conditions) as positive or neg-
ative, if a request for handing over was done (imaginary). 
very 
posit-
ive 
a) more authority to organize 
medical services 
b) much medico-legal work 
c) possibility of transfers of 
national staff 
d) more information about and 
influence on the government 
medical policy 
e) more possibilities for out-
side hospital activities 
f) more restricted by govern-
ment regulations 
g) less possibilities for 
missionary work 
h) possibility to get less funds 
i) less involvement of Church 
authorities in medical matters 
posit-
ive 
no 
opin-
ion 
neg-
ative 
very 
neg-
ative 
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j) loss of property of the 
buildings 
very 
posit-
ive 
k) loss of Christian identity 
of the hospital 
1) others (which) 
posit-
ive 
no 
opin-
ion 
neg-
ative 
very 
neg-
ative 
31. 
32. 
Please select the two main arguments that made your answer on 
question 29 yes or no. Please use lettercodes (a,b,c,d etc). 
strongest argument: letter: 
second strongest argument: letter: 
What do you think is the opinion of the Church authorities of your 
hospital regarding question 29. 
• positive (please try to mention the two main arguments, using 
the lettercode from question 30 ) 
• negative (please try to mention the two main arguments, using 
the lettercode from question 30 ) 
• don't know 
If at present your hospital budget would be raised by 25%, which of 
the following would you consider as the three main priorities to 
spend the money for (please rank 1,2,3 in ranking order, 1 being 
most important). 
• in-patient facilities • training facilities 
• M.C.H. clinics •out-patient facilities 
• hospital equipment • drugs 
CD refresher courses for dis- • mobile public health teams 
trict dispensary workers j—j
 library 
• others (which) 
33. Which of the following are at the moment the three main positive 
arguments for you to work in a developing country like Tanzania 
(please put the numbers 1,2,3 in ranking order in the appropriate 
box). 
275 
• nice weather 
• good pay 
С П hospital has good quality 
• possibility for missionary work 
• possibility to gain experience in medical work 
• the socialist policy of Tanzania 
D possibility to act as a Christian in a developing country 
• possibility to do "something adventurous" 
• possibility to do medical work on humanitarian basis 
• the work in a foreign (tropical) country 
• the independence in medical work 
С П the possibility to avoid military service in the home country 
С П others (which) 
Which of the following do you consider as the three most negative 
points in your present working condition (please mark 1,2,3) 
• bad weather 
С П low pay 
С П poor hospital quality 
• social isolation 
С П not enough possibilities for missionary work 
С П too much missionary work 
С П the socialist policy of the country 
С П medical isolation 
С П too much work 
С П not enough co-operation with the fellow-workers in the hospital 
С П not enough co-operation with the Church authorities 
С П not enough co-operation with the government authorities 
С П others (which) 
Please indicate the extent to which you agree or disagree with 
each of the following statements. Mark the column which best 
represents your opinion with a cross. 
a) medical work in a developing country gives me 
more possibilities to expand my practical ex­
perience than in my home country 
b) I have a duty to help those who are confused 
about religion 
c) the stories in the Bible about Christ healing 
sick and lame persons by his touch are 
fictitious and mythical 
d) children from expatriates have a happier youth 
in a tropical country than at home 
e) the aim of missionaries should be to establish 
church buildings where religious services and 
ceremonies can be conducted 
f) in my home country medical care is too 
specialized 
g) a 'ew years of work outside my own country is 
sufficient for me 
h) private devotion is more important in the 
religious life of a person than is attendance 
at public church services 
i) medical work in a developing country gives 
more possibilities to deal with all aspects 
of medicine 
j) I think a person can be happy and enjoy life 
without believing in God 
k) the work in a developing country is import­
ant for me as a possibility for a cross-
cultural outlook 
1) true Christianity is seen in the lives of 
individual men and women rather than in the 
activities of the church 
m) in my home country there are at the moment 
for me fewer possibilities to work as a 
doctor 
n) religion is the opium of the people 
o) prayer is very important in my life 
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ρ) being completely ignorant of Jesus will 
definitely prevent salvation 
q) if circumstances, such as the education of 
my children allow me, I would like to stay 
and work in a developing country all my life 
r) socialism is a pre-condition to come to a 
proper development of developing countries 
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36. 
37. 
Do you perform active missionary work 
If yes, 
how : 
• yes • no 
If no, 
why not: 
Which remarks do you like to make: 
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APPENDIX С 
INDIVIDUAL REFRESHER COURSE AT BIHARAMULO HOSPITAL 
The following procedures are attended by 
during his 1 month stay at the hospital, from to. 
Sign. Teacher 
A) Worked at: 
- O.P.D. (together with Med. Ass. orR.M.A.): 
- O.P.D. Laboratory: 3 days 
- O.P.D. Pharmacy: 2 days 
- O.P.D. Dressing Room: 1J days 
- O.P.D. Injection Room: J a day 
- Ante-Natal Clinic: 1 day 
- Child Welfare Clinic: 1 day 
- Mobile Public Health Team: 2 days 
B) Attended: 
14 days 
Minimum 
Attendances 1. 
General Ward Round 
Small Ward Round 
Major Operation 
Delivery 
Post-mortem 
Health Education Lecture 
Cooking Demonstration 
In-Service Training Lecture 
Store-keeping Lecture 
Smallpox vaccination 
Polio and Triple Vacc. 
B.C.G. vaccination 
Stitching cut wound 
Stitching episiotomy 
Dental Extraction 
(2) 
(4) 
(2) 
(2) 
(1) 
(2) 
(D 
(2) 
(1) 
(2) 
(2) 
(2) 
(3) 
(1) 
(5) 
. 2. 
L 
3. 4. 
1 
5. 
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Minimum 
Attendances 1. 
I. Ä D. abscp<;5 : <Ç,\ I 
Reduction paraphimosis : (1) 
Removal F.B. nose or ear : (2) 
Applying P.O.P. club feet : (1) 
Fracture reduction & P.O.P.: (2) 
Dilatation & Curettage : (1) 
Catheterization : (2) 
Circumcision : (1) 
Aspiration puncture : (2) 
Ear Syringing : (1) 
Removal Extra Fingers : (1) 
Inserting I.U.D. : (1) 
2. 3. 4. 5. 
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STELLINGEN 
I 
Een afwachtende houding van sommige kerken in de derde wereld 
ten aanzien van het realiseren van geïntegreerde gezondheidszorg 
is te betreuren. 
II 
In tegenstelling tot een algemeen verbreide opvatting zijn de 
medische activiteiten van de kerken in de derde wereld vooral na de 
tweede wereldoorlog in grote mate toegenomen. De ontwikkeling in 
Tanzania is hiervan een voorbeeld. 
III 
Aangezien de meeste modellen voor gezondheidszorg op het platteland 
in de derde wereld nauwelijks verbetering hebben gebracht in de 
gezondheidstoestand van de bevolking, is een intensief onderzoek naar 
de oorzaken en achtergronden van dit falen nodig. 
Motivatie, toewijding en naastenliefde zijn onvoldoende bestudeer-
de factoren, die van beslissende invloed zijn op het welslagen van ieder 
gezondheidszorgsysteem. 
IV 
De opleiding van ziekenhuisadministrateur in de derde wereld moet 
grote prioriteit hebben. Misschien kan het Nederlandse ontwikkelings-
programma zich hierop toeleggen. 
V 
Het wijdverbreide alcoholisme in Oost-Afrika heeft ernstige gevol-
gen voor het welzijn van het individu, het gezin en de maatschappij. 
Dit probleem krijgt op het ogenblik veel te weinig aandacht. 
VI 
Zolang het mazelenvaccin niet langer dan enkele uren houdbaar is 
boven 4 graden Celsius, heeft het handhaven of propageren van mazelen-
vaccinatiecampagnes in de werkelijk rurale gebieden van de derde wereld 
geen zin en kan dit het vertrouwen van de bevolking in de gezondheids-
zorg schaden. 
VII 
Het opnemen van een nauwkeurige anamnese tijdens het zwangeren-
onderzoek in de tropen is verre te verkiezen boven het routinematig 
meten van de bloeddruk. 
VIII 
De aanwezigheid van een grootmoeder in gezinnen in ruraal Afrika 
is van groter belang voor de opvoeding van het kind dan het al of niet 
getrouwd zijn van de moeder. 
IX 
De gezondheidszorg in de derde wereld zou door de oprichting van 
onderwijsinstellingen voor de nascholing van medische hulpkrachten ver-
beterd kunnen worden. 
X 
Het vullen van de urineblaas van de vrouw in partu met 300 á 500 cc 
steriele vloeistof kan het leven van de baby met een uitgezakte navel-
streng redden en bovendien een co-assistent enkele blauwgeknepen vingers 
besparen. 
XI 
Niet immunologische, maar vooral ecologische factoren vormen een 
voorname verklaring voor het met de leeftijd afnemen van het percentage 
met Schistosoma Mansoni geïnfecteerde personen in endemische gebieden. 
(K.Warren: Jrn. of Inf. Diseases, Vol.127, No. 5, 1973). 
XII 
Het is onjuist om psychiatrische inrichtingen volgens het Europese 
model op te richten in de derde wereld. Psychiatrische problemen moeten 
worden herkend en behandeld in de eigen omgeving van de patient. 
(W.H.O.: Report on the group meeting on mental health, Alexandria, 
1972). 
XIII 
Wanneer spontane fracturen optreden bij patiënten met reumatoide 
arthritis dient men vitamine D tekort als oorzaak uit te sluiten. 
(Maddison, P.J. and P.A. Bacon, Vitamin D deficiency, spontaneous 
fractures, and osteopenia in rheumatoid arthritis. B.M.J.: 23 November 
1974). 
XIV 
Bij eenzijdige exophthalmus e causa ignota kan een scintigrafie 
met Bleomycine, gemerkt met Cobalt-57 van diagnostische betekenis zijn. 
(J.J.Rasker: Het opsporen van tumoren met radioactief gemerkt 
Віеощусіпе. Proefschrift R.U. te Groningen, Januari 1975). 
XV 
In Nederland wordt de rol van de wijkverpleegkundige in de eerste-
lijnsgezondheidszorg onvoldoende erkend. 
(H.Crebolder: Huisarts en Wetenschap, No. 18, 1975). 
XVI 
Het is de taak van de huisarts de patient te beschermen tegen on­
nodige (specialistische) ingrepen. Hij moet derhalve op de hoogte zijn 
van de voor- en nadelen van die ingrepen. 
XVII 
Het is te betreuren dat bij de opleiding van specialisten in 
Nederland simpele technieken op de achtergrond raken. Autotransfusie 
bij inwendige bloeding, symfyseotomie, orale rehydratie en lumbaal anaes-
thesie zijn hiervan voorbeelden. 
XVIII 
Het inschakelen van medische hulpkrachten in de school- en 
bedrijfsgezondheidszorg in Nederland, zou een besparing van ettelijke 
miljoenen guldens per jaar opleveren zonder de kwaliteit van die zorg 
wezenlijk te beïnvloeden. 
XIX 
Het is een bedenkelijke zaak, dat de veldervaring van vele adviseurs 
op het gebied van de gezondheidsplanning voor landen in de derde wereld 
slechts stamt uit het koloniale tijdperk. 
XX 
Wegens zijn inhoud en te frequente verschijning wordt het blad 
"Internationale Samenwerking" niet of nauwelijks gelezen door degenen 
tot wie het zich richt; bovendien wordt de aantrekkelijkheid niet 
verhoogd door het veelvuldig opnemen van een foto van de overigens 
uitstekende minister 
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